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Kurzfassung 
 
Die Ansprüche von Patientinnen und Patienten haben sich seit der Einführung erster 
öffentlicher Gesundheitsdienstleistungen vor mehr als 100 Jahren ebenso dramatisch 
verändert wie die Rahmenbedingungen, mit denen ein Gesundheitssystem zurecht 
kommen muss. Die gewachsenen Gesundheitssysteme der Industriestaaten begegnen 
diesen Herausforderungen der alternden Gesellschaft, der technologischen Entwicklung 
und der chronischen Krankheiten seit einigen Jahren mit kontinuierlichen 
Reformprogrammen, ohne dabei die Grundprinzipien der Leistbarkeit, Zugänglichkeit und 
Solidarität verletzen zu wollen. Ein Lösungsmodell zur Erfüllung all dieser Anforderungen 
ist die integrierte Versorgung, welche als patientenzentrierte Gesundheitsversorgung auf 
bessere Prozesse, Koordination und Kooperation zwischen allen Beteiligten und Sektoren 
im Gesundheitswesen setzt. 
Anhand einer eingehenden Diskussion der bestehenden Theorien zur 
Gesundheitssystemanalyse, Entscheidungsfindung und Erfolgsmessung im 
Gesundheitswesen sowie den daraus entstehenden Zielkonflikten werden im ersten Teil 
dieser Dissertation die veränderten Rahmenbedingungen und Ansprüche, sowie 
Problemfelder in der Organisation und Restrukturierung von Gesundheitssystemen 
aufgezeigt. Darauf aufbauend wird das Konzept der integrierten Versorgung vorgestellt, 
die Entscheidungsprozesse in der integrierten Versorgung anhand eines internationalen 
Expertenfragebogens untersucht und Rückschlüsse auf die Prioritätensetzungen von 
Entscheidungsträgern im Gesundheitswesen gezogen. Die Zusammenführung der 
Ergebnisse zeigt die große Bedeutung eindeutiger politischer Rahmenbedingungen und 
Anreizsysteme zur Förderung von integrierter Versorgung, sowie den hohen Bedarf an 
verbesserten Kommunikations-, Koordinations- und Informationsstrukturen auf. 
Abstract 
 
The expectations of patients have dramatically changed since the introduction of the first 
public health services more than a decade ago, as have the surrounding conditions a 
health system has to tackle. The grown health systems of the industrialised countries 
counter the challenges of an ageing society, technological advancement and chronic 
disease by a state of constant reform, which has been present for the last few years, 
without the abolition of the basic principles of affordability, accessibility and solidarity. One 
solution to answer all these expectations and requirements is so-called “integrated care”, 
a patient-centred model, which propagates better processes, coordination and 
cooperation between the different service providers and sectors in health care. 
Based on a comprehensive discussion of the existing theories on health systems analysis, 
decision making and performance measurement in health as well as the trade-offs 
emerging therefrom, the first part of this thesis examines the changing conditions and 
expectations as well as problem areas of organisation and restructuring in health care 
systems. This analysis serves as a foundation for the introduction of the integrated care 
concept, an international expert questionnaire on the decision making in integrated care 
and conclusions on priority setting of decision makers in health. The analysis of the results 
demonstrates the high value that is placed on a clear political framework and incentives 
for the promotion of integrated care, as well as the substantive demand for improved 
communication, coordination and information structures. 
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Part I 
 
 
 
Theoretical Foundations of Health, 
Systems and Policy 
 
  2
 
  3
1 INTRODUCTION 
„An integrated and multidisciplinary approach is necessary to 
achieve a health care supply chain connecting with the needs 
and demands of the patient. [...] In the future, primary care and 
care at home will be the standard and multidisciplinary 
cooperation will be the key to a more patient oriented approach.“ 
(Van Oosterbos 2006) 
 
The story of modern health systems started in the late 19th century when people like 
Florence Nightinggale (1820 – 1910), Otto von Bismarck (1815 – 1898) or William Henry 
Beveridge (1879 – 1963) revolutionised the approach towards the care for the sick and 
introduced concepts of social insurance and welfarism. Their deliberations and access 
towards these topics may have been diametrically apart but their ideas were grounded in 
the same rationale: to introduce public responsibility for the sick and the poor in a 
systematic and economical way. Since then, much has changed in society, lifestyle and 
health status, while the national systems, developed on the principles of solidarity, social 
responsibility and public governance, have reached a point of continuous stress and 
overload trying to reconcile well-tried approaches with novel challenges. As always, 
some systems fare better in adapting themselves and introducing necessary changes 
than others, but they all still have a long way to go, transforming from an acute cure 
institution-led sectorial system of islands to a chronic care person-centred nodal system 
of networks. 
 
Integrated care has caught the attention of health professionals and decision makers 
alike as one solution to the necessary reforms and the concept has sparked off 
numerous models aiming to reorganise the ailing international health systems. The 
experiences made so far with various Disease Management Programmes (DMPs) or 
regional integrated health systems have been as diverse and divergent as the health 
systems in which they are being implemented, with economic and scientific evaluation 
presenting serious challenges. Still, there is some common ground for the introduction 
and development of integrated care projects: as has extensively been stated already 
[e.g. Gröne/Garcia Barbero 2001, Kodner/Spreeuwenberg 2002, Glouberman/Mintzberg 
2001], the ageing societies in industrialised countries along with a rise in chronic 
diseases and the rapidly evolving health technologies are causing the costs associated 
with the health sector to reach the limits of (public) financing possibilities. Integrated care 
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is seen as an appropriate tool to react upon the situation by reducing inefficiencies and 
at the same time ensuring high quality care. 
However, neither have the outcomes of integrated care models been properly evaluated 
and compared nor have the reasons for initiating such models. [Kodner 2009, 
Stein/Rieder 2009a] At both ends of the spectrum, there exist assumptions and opinions 
based on common sense and few validated data but when and how it really pays to 
implement integrated care and which are the key indicators and priorities decision 
makers want to achieve still remain largely unexplored. This thesis will investigate the 
starting point of integrated care, exploring the indicators most crucial for actors in health 
and social care services and identifying those which lead up to the initiation and 
implementation of integrated care. Understanding better the reasons why integrated care 
is chosen and initiated will help to get a clearer picture of the field and assist in 
formulating a framework for integrated care. The aim of this thesis is to analyse the 
process leading up to the decision of initiating an integrated care project or programme. 
In answering the questions of why integrated care is being implemented and what led to 
the decision for integrated care, it will highlight underlying mechanisms and decision 
making processes of integrated care. 
 
Part I lays the theoretical foundation for the research question, by introducing systems 
thinking and the conceptualisation of health care systems, as well as the aims and 
objectives of said systems (Chapter 2). Considerations on health policy decision making 
outline the different levels and agents of decision making, as well as the instruments and 
data base which inform about the options and alternatives within the decision making 
process (Chapter 3). Consequently, a concise overview of performance measurement in 
health care completes the methodological basis for further research (Chapter 4). 
Part II transfers the theoretical layout into the specific context of integrated care, first 
establishing the status quo of integrated care research and identifying open research 
questions of the field (Chapter 5). With these, the research question and the 
methodologies for the elaboration of the hypotheses are described, as well as the 
quantitative analysis with which the hypotheses were tested (Chapter 6). Finally, the 
hypotheses are evaluated and answered according to the results found in the research 
and conclusions for decision making in integrated care are formulated (Chapter 7). 
 
Integrated care is not a nascent field and can draw a lot out of other research areas. 
Health economics, sociology, organisation development or public policy analysis all 
provide insights into the complexities of health system analysis and hence also proof 
beneficial for integrated care. Still, after a decade of scientific analysis of the concept, it 
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should come to terms with its diversity and flexibility and give itself a definition and a 
framework in which to continue to grow. This thesis represents one step in better 
understanding the mechanisms of integrated care and hence, towards a consolidation of 
the research field. 
  6
2 HEALTH, SYSTEMS AND POLICIES 
“The only justification for our concepts is that they serve to 
represent the complex of our experiences; beyond this, they have 
no legitimacy.” 
(Albert Einstein, in Daellenbach 1995) 
 
Health is a basic human right and taking the WHO (1948) definition into account, health 
care has to provide more than just curative services. The modern health systems of 
today have evolved over more than a century with the expectations and the demands 
drastically changing during this time. Still, the main aim of any health system has stayed 
the same: to provide adequate, high-quality care to those who need it. Unfortunately, 
many system structures and actors have not changed with them. The task and 
responsibility to design a framework, set standards and define goals within which 
boundaries the health system and its actors perform lies with the decision makers and 
the health policies they set forth. This chapter introduces the main ideas of how this can 
be achieved. 
2.1 Defining Health (Care) Systems 
“Systems are recognized as human conceptualizations. 
They do not exist per se. It is only the human observer 
who may view something as a system.” 
(Daellenbach 1995) 
 
Humans are social animals. Our societies are built on interactions, relationships, social 
norms and structures. They build the cornerstones of the diverse systems a human 
being is part of – from family and friends to co-workers and political representatives one 
is a member in many different systems with shifting allegiances and priorities. [Bauch 
2006, Sen 2006] But how to define and describe these systems has been a continuing 
challenge ever since Aristotle started categorising and cataloguing knowledge and 
nature. 
2.1.1 What is a Health (Care) System? 
Systems thinking is not inherent in the health sector. In fact, there exists little literature 
on the system behind health care. [Bauch 2006] While there are abundant sources 
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available on the management of hospitals or practices [Grant 1977, Dihlmann/Kenda 
1997, Berry/Seltman 2008], the financing structures [OECD 2004, Zelman et al. 2004] or 
economic aspects of health and care [Drummond et al. 2009, Wilkinson/Marmot 2003, 
OECD 2002] – subsystem analyses, so to speak – the analysis of the overall system is 
lagging behind. Or is it? The aforementioned spheres of health care are those commonly 
used to compare health systems according to their performance relative to one another. 
However, one should keep in mind, as Reinhardt argues in his preface to Rice (2004), 
that “[H]ealth systems, which follow quite distinct social aims, simply can’t be compared 
by their relative economic efficiency” [p. 17]. 
Eckel’s (2001) comparison of the health care systems in the European Union stands as 
an example for comparative systems analysis where the following aspects of the 
respective national health systems are considered: 
• provision of hospital care (i.e. secondary care) 
• provision of primary physician care 
• access to health services 
• organisation of reimbursement of service provision 
 
Similarly, the OECD study on performance of health care systems (2004), the World 
Health Report (2000) or Goodwin (2008) define various well-established parameters of 
health care provision, health status and welfare to assess, evaluate and rank national 
health care systems. But do these parameters actually describe the system itself or are 
they mere aspects of the system? Is there more to a health system than is commonly 
described? 
2.1.2 System in Dispute 
The German sociologist and pioneer in systems theory, Niklas Luhmann (1927 – 1998), 
thought a lack of reflection and reflective theory is inherent in the health system – a gap 
that sets it aside from other social systems. Even though ethical standards and 
professional codes exist, they do not reach beyond the boundaries of the respective 
professions. [Bauch 2006] Unlike the legal, the economic or the educational system, the 
health systems’ primary function does not focus on communication, it is a system of 
“extreme external orientation” [Luhmann 1983, cited in Bauch 2006, p. 2]. The target is a 
physical or mental dysfunction, which needs repair; communication only plays a marginal 
role in medicine and health care. This aspect has prompted many economists and 
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organisational theorists to use F. W. Taylor’s ‘Scientific Management’1 approach of 
compartmentalisation, specialisation and control for his industrial plants as an analogy 
for the practice of medicine. It corresponds to viewing the organisation as a machine2, 
where doctors want to repair ever more detailed physical defects, and the managers and 
decision makers in politics, health insurance and hospitals try to control and steer this 
“megamachine health care system”. [Huber 2001] Or as Luhmann put it: “ The doctor 
knows better, and more importantly, he knows that he knows better than the patient. 
What good does reflection do then?” [Luhmann 1983, p. 173] 
 
Another peculiarity is found by various authors stating that health is considered the 
highest good of humankind, and therefore, for a long time, nothing was too expensive for 
the system to take care of health. [Rüegg-Stürm et al. 2009] The system was not short of 
financial resources, but of patients. [Luhmann 1990] The four premises that 
accompanied this approach were [Rüegg-Stürm et al. 2009]: 
• Health is considered a desirable and protectable quasi-public good. 
• It is politically expedient and necessary to provide this good through public funds, 
so that nobody shall be excluded because of lack of personal financial resources. 
• Because of their professionalism and ethos, service providers bring “optimal 
care” to their patients. 
• Because the results of medical interventions are per definition unknown, 
reimbursement is based on the inputs for the services rendered rather than their 
success. 
 
Of course, in the modern health systems where acute cure is being crowded out by 
chronic care and the concept of pathogenesis is being replaced by salutogenesis, these 
premises and the traditionalist view of the health care system are being disputed and 
new approaches sought. The binary values of “sick – healthy” are being replaced by “not 
healthy anymore – not sick yet”. Chronic care can only be performed by a combination of 
preventive and therapeutic measures and hence, the acute care system itself becomes a 
subsystem of the wider health system which, in itself, is now protruding into most of the 
other social systems of our society. [Bauch 2006, Amelung et al. 2009] 
 
                                                
1 F.W. Taylor (1856 - 1915), was a US-American engineer and scientist who applied the principles of natural 
sciences and engineering to the analysis of business plants and firms, hence the expression “Scientific 
Management” or Taylorism. His aim was to find the most efficient organisation for the production process. 
2 The ‘machine metaphor’ was a popular image for early organisational development and management 
theories. An organisation or firm was interpreted as a huge machine, where people and processes 
represented the screws and bolts and if a problem arose, one merely had to ‘oil’ the parts or replace them in 
order to have a smoothly running system again. See for example Kieser et al. (1996), Baumol (1977). 
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With the introduction of the biopsychosocial concept3 to health care the perception of 
health has come closer to the WHO definition of health (1948), encompassing all 
aspects of human life, from physical well being, personal and professional achievement 
to social, environmental and societal influences. To meet these new tasks a reorientation 
of the health system and its actors within and without is taking place in many countries, 
experimenting with new forms of health care provision and including social services in 
the concepts. 
 
The three global challenges of modern health systems, namely the care for chronically 
ill, the treatment of psychological diseases such as depression, and the topic of obesity, 
along with the utilisation of an ever more specialised medicine in an economically and 
societally acceptable framework all lead to question the provision of standard care in 
separated medical institutions. The identified challenges call for a broader approach to 
health service provision, as for example kinder gardens, schools and the work place get 
involved more actively. [Amelung et al. 2009] The integration and coordination of these 
new players is up for some dispute and focus of many reforms across the world, as a 
failure to tackle these questions will let us “[…] end up with 2000s technologies 
embedded in 1940s structures.” [Glouberman/Mintzberg 2001, p. 68] 
2.1.3 Describing the System 
A system is defined as an organised set of components, performing a unique behaviour, 
where each component contributes to the system and all are interdependent. Groups of 
components may form subsystems and the whole system is affected if one component 
changes or is removed. Furthermore the system has an environment with which it 
exchanges inputs and outputs. [Daellenbach 1995] Following systems theory, a social 
system of its own right performs a task unique to the system and which no other system 
can perform; and it has an autonomy not controllable externally. [Bauch 2006, Bauch 
1996a] 
 
“The crucial ingredients of a system are therefore its components, the relationships 
between the components, the behaviour or the activities or the transformation process of 
the system, its environment, the inputs from the environment, the outputs to the 
environment, and the special interest of the observer.” [Daellenbach 1995, p. 27] 
 
                                                
3 First described by US-American medical theorist G.L. Engel (1977). Acknowledges that the complex 
influencing factors of biological, psychological and social determinants as well as their interactions have to 
be taken into account, especially when considering diagnosis, therapy and cause of chronic disease. 
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Figure 2.1. The health care system and its environment. 
 
Source: Own adaptation from Güntert (2008). 
 
As represented in Figure 2.1, the components of the health care system are the patients, 
the service providers, the insurances and government. Its environment is the economic, 
legal, historical and cultural structures of society. The inputs are represented not only by 
resources but also by regulations and expectations of the people entering the health 
system, while the outputs comprise individual and public health, productivity and 
revenues, research and medical advancement, among others. 
Typically, the components in the health care system are called actors and/or 
stakeholders. They are the ones forming relationships and exchanging fees and 
services. Consequently, they all follow their own sets of goals, adhere to specific 
principles and define their expectations according to their view on the system. 
Glouberman and Mintzberg (2001) conceptualised these differing goals and relationships 
in a matrix of “four Cs: cure, care, control and community”. 
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Figure 2.2. The four worlds in a health care system. 
 
 
Source: Adapted from Glouberman/Mintzberg (2001). 
 
In their analysis, they call it the health care and disease cure system, underlining the 
inherent differences in the care and the cure setting. While cure is provided by hospitals, 
care is administered in much broader terms in the community, encompassing primary 
care, long-term care, mobile care and social services, specialists, therapists and other 
health professionals as well as “alternative” health services. Control is exercised by 
regulatory bodies, such as public health authorities or health insurance, “…who work 
above the services they are supposed to control, but within the overall system of health 
care.” [Glouberman/Mintzberg 2001, p. 59] To the extent that these four worlds remain 
disconnected and each run along their own way, the system continues to act 
dysfunctionally. 
 
In an effort to bring order to this apparent pandemonium and replace the machine 
metaphor with something more appropriate, the theory of complex adaptive systems 
(CAS) has recently emerged and is being applied in health systems analysis. 
[Plesk/Greenhalgh 2001] 
A complex adaptive system pre-empts the unpredictability of individual agents’ actions 
and the interconnectedness, which exists between the agents of a system. As agents 
can also be part of several systems simultaneously or change their membership, a CAS 
has fuzzy boundaries, rather than rigid ones. The actions are driven by internalised 
rules, such as instincts or models, but do not have to be shared by other agents of the 
Community Involvement 
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system. As agents and their behaviour adapt over time, these systems change as well 
and co-evolve with other systems within which they are embedded. Naturally, when 
complex systems interact with each other, tension or paradoxa are created but 
“[w]hereas conventional reductionist scientific thinking assumes that we shall eventually 
figure it all out and resolve all the unresolved issues, complexity theory is comfortable 
with and even values such inherent tension between different parts of the system.” 
[Plesk/Greenhalgh 2001, p. 626] Leaving room for tension and interaction leads to a 
system, which enhances creative, surprising and emergent behaviour, but this by no 
means entails complete unpredictability and randomness. On the contrary, CASs often 
demonstrate a pattern which make general statements about the system possible. In 
other words, even though one might not know the exact point in time when an action will 
occur, one can be sure that eventually, it will occur. Lastly, a sense of self organisation is 
inherent in complex systems through simple locally applied rules. “While no one directs 
our detailed actions in such situations (e.g. a social meeting), we all know how to behave 
adaptively and end up getting to where we want to go.” [Plesk/Greenhalgh 2001, p. 627] 
2.1.4 System, Aims and Functions 
The aim of a health care system is to provide equitable, effective and efficient services to 
those who need them. [WHO 2000] Notwithstanding national differences, there is a 
consensus among European countries that health care is a social good, is based on 
solidarity with mandatory participation in either social health insurance or tax-funded 
systems, which experience tight public regulation in a legitimate public sector. [Saltman 
2002] Based on these 19th century principles policy and decision makers are increasingly 
facing the challenge of combining these (undisputed) values with the challenges of the 
21st century. 
 
Traditionally, European systems have put high value and focus on an equitable and 
universal access to services, irrespective of income, personal attributes and location. 
Cost control, efficiency and effectiveness in these systems were secondary goals, at the 
most.  In recent years however, the focus of the well-established and historically grown 
systems of the industrialised countries has shifted. With the transition from acute cure to 
chronic care a paradigm shift from pathogenesis to salutogenesis4 is observed and the 
interest in the management and governance of the different actors in the system has 
gained importance. [Glouberman/Mintzberg 2001, Hessinger 2009, Amelung et al. 2009] 
                                                
4 Pathogenesis = The development of a disease. The origin of a disease and the chain of events leading to 
that disease. (Webster’s Medical Dictionary) 
Salutogenesis = Developed by Prof. Aaron Antonovsky (1979), focusing on factors that support human 
health and well being rather than those which cause disease.  
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The rise of patient orientation and more integrated processes can also be attributed to 
the growing interest of policy and decision makers in a more efficient and effective health 
care system and cost control. [Hessinger 2009] An active and participatory approach for 
chronic care has replaced the passive and invasive approach for acute cure. And a more 
economic view has been taken, redefining the health system as a market, albeit with 
distinct features: universal access, complexity and uncertainty, information difficulties, 
market failure, technological progress and changes in demand [Smith et al. 1997] pose 
serious problems when trying to apply a market-oriented concept to the system of health. 
 
So the question remains: what do we want to achieve with our health care systems? 
Michaelis (2001) identified the following health aims and corresponding discussion points 
[pp. 302-304]: 
1. The first and undisputed aim of every health care system is the restoration of health. The 
preservation and strengthening of health already is the cause for some dispute, while the 
aim of enhancement and creation of health is under heavy discussion. 
2. Health services shall be effective. But who defines effectiveness and how should it be 
measured? 
3. What Michaelis calls “friendliness of services” can be translated with accessibility and 
availability of services. 
 
Similarly, Maxwell (1992) identified the principles of national health care systems as 
being universal and where the ‘national’ only decides the priority setting and importance 
of these principles. He formulated his principles according to six dimensions of quality in 
a health care system [cited in Goodwin 2008, p. 497]: 
• Access to services 
• Relevance to need (for the whole population) 
• Effectiveness (for individual patients) 
• Equity (fairness) 
• Social acceptability 
• Efficiency and economy 
 
Goodwin (2008) takes a different approach and analyses the system according to its four 
functions: 
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Figure 2.3. The basic structure of a national health system. 
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Source: Goodwin (2008), p. 498. 
 
Each of these functions can be subdivided into more detailed functions, such as the 
collection and distribution of revenues, the provision of personal and non-personal care 
or the management and regulation of the system. As has been stated already, the 
functions will not vary across countries, the organisation and distribution of these 
however, will. 
 
Summarising, the aims and objectives of the ideal health system as described by 
Shortell (2000) include the focus on meeting the health needs of individuals and 
populations and the involvement of patients in all aspects of their care. This entails a 
coordinated and integrated care across the continuum and an ongoing relationship with 
the patients. Another important aspect is evidence-based medicine (EbM) and 
continuous improvement of the knowledge base. Finally, this system can only operate 
with an effective and open information system and information transparency on costs, 
quality, outcomes and patient satisfaction for all stakeholders. The health system itself is 
an active partner in the community with which it is in constant exchange. 
2.1.5 Provision of Services 
When considering the provision of services in a health system it is important to note that 
over 80% of the actual health care and service provision is accomplished outside the 
official institutions: at home, in the family and social networks. Even though informal care 
hence plays a key factor in health care and has major implications for other areas of 
society, such as work and the economy, it is still under-recognised in health economic 
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and health system analysis. [Goodwin 2008, Stein 2006] The objective of the health care 
system should therefore be to assist these carers by providing training, financial support 
and short term respite care or simply strengthening the rights of informal caregivers. By 
leading them out of the grey zone and integrating them as a valuable part of the health 
and social system, all sides would profit. 
 
Figure 2.4. Sectors of health care within a national health system. 
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Source: Own adaptation from Goodwin (2008), p. 507. 
2.2 Health and Policy 
“Policy can also be just as much about inaction (‘non-decision-
making’) as action…” 
(Crinson 2008) 
 
Policy setting requires a strategy, an aim and the power to implement. As described in 
2.1.4, the goals of a health system are straightforward but may not be equally 
emphasised. It is now for health policy to define the priorities and set forth the standards 
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and regulations to translate those into practice. Public health plays a crucial role in 
bridging this gap. 
2.2.1 The Principle of Public Health 
Public health (PH) is defined as 
“the science and the art of preventing illness and disability, prolonging life, and promoting 
physical and mental efficiency through organized community efforts for the sanitation of the 
environment, the control of infectious and non-infectious diseases as well as injuries, the 
education of the individual in principles of personal hygiene, the organization of services for 
the diagnosis and treatment of disease and for rehabilitation, and the development of the 
social machinery that will ensure to every individual in the community a standard of living 
adequate for the maintenance of health.” [TDR 2004, p. 30] 
Additionally, German-speaking literature puts an emphasis on the pluralistic and cross-
sectional aspect of public health, integrating under its roof professionals from fields as 
diverse as medicine and law, insurance and public administration. [Polak 1999, Preface] 
Public health therefore encompasses not merely community health (care) but every 
aspect, whether cultural, political or scientific, of the health sector and society 
concerned. [Stein 2006] It is consequently associated with prevention, health promotion 
and health literacy, and thus, should encompass all aspects of daily life. However, many 
modern health systems seem more intent to regulate financing and hospitals than take a 
population-based approach to tackle life-style related conditions and chronic care. Since 
a more proactive stance would mean radical systems change, policy makers are 
reluctant to set the necessary measures. [Goodwin 2008] How immensely society would 
profit from an open-minded and more broadly thought concept of health and public 
health was proven by the seminal work of Wilkinson and Marmot (2003) who concluded 
that “…the most important factors to improve the health of people, patients, and 
populations lies primarily outside the formalized system of health care. […] the amount of 
money spent on health care (in terms of percentage of GDP) is not in itself a direct and 
causal contributor to a nation’s heath profile.” 
Goodwin (2008) summarised the characteristics of a proactive public health system as 
being at the heart of decision making and health care organisations, being the guiding 
principle of resource allocation and therefore being the starting point for any strategy in 
the health system – which consequently would include the consideration of public health 
in the adjacent policy areas of social services, education and economics. 
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• Public health at the centre of decision making 
• Public health at the cultural heart of care organizations 
• Finance, purchasing, and provider strategies integrated to assist health
improvement 
• Ring-fenced resources for public health 
• Interventions at the earliest opportunity to address avoidable deaths 
• Preventative initiatives to promote good health and well-being 
• Responsibility to the citizen by helping fulfil their economic potential to improve
health 
Table 2.1. Characteristics of a proactive public health system. 
Source: Goodwin (2008), p. 506. 
 
Putting public health into context with the ‘four worlds in a health care system’ (Figure 
2.2), one can identify a different directionality between ‘medicine’ and ‘public health’: 
while medicine, nursing and long term care focus on individuals and their sicknesses, 
public health targets groups or populations and their health (status). Notwithstanding, 
social and care services may function in both ways, supporting individuals in their 
immediate need for assistance and promoting prevention, health literacy and patient 
empowerment to help improve the health status of communities. 
“Ideally, the public-health sector rather than the medical care sector, should be responsible 
for population health status and for informing and monitoring all government policy 
initiatives that affect population-health status.” [Ratner et al. 1997] 
2.2.2 Health, Policy and Politics 
There is no single definition of what constitutes a policy and who formulates a policy 
[Crinson 2009], which is why it is probably used so often. There are several concepts 
and theories analysing the mechanisms behind policy making and implementation, 
closely related to political science, sociology and organisational theories. A public policy 
is characterised by its primacy and influence over all other policies, whether private or 
personal, and its provision of a legalistic framework for these operations. [Crinson 2009] 
The UK government further defined public policy making as being “[…] the process by 
which governments translate their political vision into programmes and actions to deliver 
“outcomes” – desired changes in the real world” [Cabinet Office 1999, paragraph 2.1]. 
The tendency to confuse political statements with scientific arguments and the 
sometimes disconcerting, though obvious, interaction of health and politics has incited 
Reinhardt to the following warning to his students: 
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“When economists or other actors in health politics fall into their normative pattern – when 
they pretend to use scientific methods to propose what ‘has to be done’ and what is 
‘efficient’ – an alarm signal should start ringing in your head. The chances are high that you 
either have to do with somebody who masks his political ambitions behind science or else 
with somebody who is not sufficiently clear on the confines of economics as a field of 
science.”  [Reinhardt as quoted in Rice 2004, p. 17] 
 
The study of health policy is closely connected with the interpretation of the role of the 
state and the distribution of information and agency. In his thorough analysis, Crinson 
(2009) highlights five theories from Marxism to Neo-Liberalism and analyses their 
approaches to public health policy. 
 
Goodwin (2008) terms the governance, resource allocation and regulation of a health 
system “stewardship” (compare Fig. 2.3). The main objectives of policy makers, who are 
(supposed to be) the “stewards” of the system, are the encouragement of competitive 
behaviour, while at the same time ensuring that the negative effects of competition are 
mitigated through the regulation of insurers and health care providers as well as the 
setting of minimal standards of quality and qualification. Third, they might safe-guard 
social objectives by setting uniform prices or providing guidelines and protocols. The 
“essence of stewardship”, Goodwin concludes, is to find the balance between 
encouraging competition while simultaneously protecting and strengthening the social 
objectives of a health system. To his description of social objectives one might add, that 
the access to and the equality of care play an equally important role as does the 
integration of a ‘Health in all Policies’5 approach, where every action taken in any policy 
area is to be weighed against the possible impact on the health and well being of the 
citizens. 
 
Examples of health policies and the questions they are trying to answer are henceforth 
connected to the distribution of funds, the pricing and reimbursement of patients and 
service providers, the accessibility and equity of the services, and the quality and control 
of those services. Moreover, they need to take into consideration the wider aspect of 
environmental, social, economic and cultural influences and steer them accordingly to 
reach the final goal of improved health for all. [Henderson 2005, Chapter 18] These 
policies may be implemented via recommendations, market price systems, incentives or 
                                                
5 For more details on the EU ‘Health in All Policies’ approach, please go to: http://ec.europa.eu/health. 
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disincentives, self-administration, limitations and restrictions, legal requirements and 
licences or indirect steering mechanisms. [Güntert 2008] 
 
Figure 2.5. Policy goals in a multi-dimensional policy system. 
Access/Equity
Quality
Patient
satisfaction
Effectiveness
Efficiency
Society
(Solidarity) Attractiveness
Source: Own adaptation from Güntert (2008). 
2.3 Reforming Health Care Systems 
“The general egalitarian principle in health care has been defined 
as receiving treatment according to need and paying according to 
ability to pay. […] The current emphasis on health care reform 
has potential to lead increasingly to the provision of health 
services and treatment according to willingness to pay, a trend 
which undermines the principle as far as both paying according 
to the ability to pay and provision of care according to need are 
concerned.” 
(Koivusalo/Ollila 1996) 
 
Health care reforms have an air of being something innovative and purposeful. They are 
designed to perpetuate the provision of public and private health services by redefining 
the framework for the societal and structural changes of the future – and for the market. 
[Stein 2006] Policymakers have tried to find concepts, which enable the combination of 
social equity and entrepreneurial efficiency. Since cost control has come into the focus of 
most governments, they shift their focus on setting standards and monitoring and 
evaluating outputs. The idea is to organise the health care system more effectively and 
efficiently while at the same time improving the quality of and guaranteeing accessibility 
to services. [Saltman 2002] So for the past two decades, the mature health systems of 
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this world have been practicing themselves in continuous health care reforms, 
sometimes implementing diametrically opposed approaches, but always trying to reach 
the same goals: cost containment and introduction of ‘more market and competition’. 
[Eckel 2001, Huber 2001, Glouberman/Mintzberg 2001, Plesk/Greenhalgh 2001, Crinson 
2009, Amelung et al. 2009] A regular update and documentation of these reform efforts 
can be found in the ‘Health Systems in Transition (HiT)’ series of the WHO Regional 
Office for Europe.6 
2.3.1 Reforms and Regulations 
There has already been extensive mention of ‘regulation’ throughout this chapter. It is an 
intrinsically political function, which gives the state, government or “regulator” the 
instrument with which to steer and control the actors in the system. Whether it is the 
‘invisible hand’ of Adam Smith or a more active proponent of the social welfare states 
determines the form, impact and range of its regulations. Regulations form a  permanent 
or at least long term framework, whereas reforms are temporary interventions, albeit with 
long term effects. [Noweski 2008] 
2.3.2 Levers for Reform 
There are three major concerns common to all reforms: the introduction of user charges, 
the issue of health insurance and decentralisation [Koivusalo/Ollila 1996, Güntert 2008]: 
• The user charges in government health facilities have been promoted as a way to 
mobilise revenues, promote efficiency, foster equity, increase decentralisation 
and sustainability, and foster private sector development. 
• Health insurance is seen both as a problem and a solution in health care reforms. 
[…] According to the egalitarian aims in health care, insurance cost-sharing 
should be based on the ability to pay, without changes in benefits. 
• Decentralisation can be defined as the transfer of authority in public planning, 
management and decision making from the national to the regional and 
community levels. Different degrees according to the actual transfer of power are 
distinguished: deconcentration, devolution, delegation and privatisation. Although 
it is appreciable to move the decision making process nearer to where the people 
concerned are, this concept also poses many problems in execution. The 
subordinate levels may lack the managerial skills and the financial and human 
resources to administer the new responsibilities. Furthermore, it adds yet another 
layer to public administration and hence increases instead of decreases costs. 
                                                
6 Visit www.euro.who.int/observatory/Hits/TopPage for more details. 
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Porter and Teisberg (2006) argue on similar lines when they identify three “broad areas” 
of health care: the cost and access to health insurance, the coverage of health insurance 
versus individual contributions and the organisation of health care delivery itself. Along 
these lines important decisions have to be made about the extent to which resources are 
distributed and which principles and aims are applied to distribute these finite resources. 
 
Figure 2.6. The ‘Bermuda Triangle’ of health care provision. 
 
Source: Güntert (2008). 
 
Further aspects of health care reform are connected with the cooperation within and 
between organisations and professions, the establishment of networks and the 
introduction of management tools, such as quality assurance, performance 
measurement or process and information management. [Halvorson 2007, Amelung et al. 
2009] 
2.3.3 “Culture Trumps Strategy” - Making a Change 
The major obstacle to be overcome in implementing any kind of change is “culture”. 
Halvorson (2007) attests the culture(s) within a health care system to be uniquely 
immune to any kind of change. “Health care is an ultimate bastion of the ‘not invented 
here’ approach to idea rejection.” [Halvorson 2007, p. 87] Likewise, managers and 
agents in the health institutions have learnt to “sit out” any reform and reorganisation 
issues, knowing that these efforts will pass and they can continue with business as usual 
after the storm has passed. [Glouberman/Mintzberg 2001] Unlike other areas of the 
Optimise total benefit
through prioritisation
Rationing
Limit services based on
financing restraints
Rationalisation
Rational allocation
Improve resource utilisation
through better management
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economy, where the evaluation of good and best practices and the sharing of 
experiences is inherent in the business models, every unit in every hospital or doctor’s 
office has its own set of rules and procedures, cultures to be well aware of. The concepts 
of systematic process analysis and improvement, of quality management and 
transparency are whole new sciences for health care systems and their actors, in which 
none of them are trained. [Halvorson 2007] The constant reform efforts of the past 
decades may have introduced these instruments into the systems, but they are far from 
having changed the attitudes of those supposedly implementing them. It may be time to 
stop reforming and start acting since “[…] systems and institutions are like people in that 
they function best under steady care, not intermittent cure. The problem is not how to 
intervene across the great horizontal divide, but how to dissolve it into a cooperative 
network.” [Glouberman/Mintzberg 2001, p. 63] 
 
Table 2.2. Options for designing future health care systems. 
 
Source: Adapted from Güntert (2008). 
 
• Consistent rationalisation to avoid rationing and to reach the best possible cost/benefit
ratio. 
• Securing a good basic health care system for everyone by governmental regulation. 
• Use a combination of different systems to finance the health care system. 
• Improve the knowledge base for rational decision making on all levels. 
• Promote innovations which also lead to rationalisation. 
• Improve health promotion on all levels to secure better health outcomes and a more
equitable health care. 
• Improve integration of the different providers and actors in the system by using
information technology, incentivise cooperation and promote integrated care. 
• Clear regulations for quality standards on all levels to increase transparency and
enhance outcomes measurement. 
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2.4 Implications for Integrated Care 
“Since each agent and each system is nested within other 
systems, all evolving together and interacting, we cannot fully 
understand any of the agents or systems without reference to the 
others.” 
(Plesk/Greenhalgh 2001) 
 
The definition and extent of “adequate health services”, depends from country to 
government but the aim is clear: to provide services as efficiently and inexpensively as 
possible. [Stein 2006] The challenges presented in this chapter underline the importance 
of finding and implementing new approaches to health care, such as interdisciplinary and 
intersectorial cooperation, more efficient procedures and more effective patient 
management. These measures must take into account the wider social, economic and 
cultural systems health care is embedded in and enable the people working within the 
system to translate theory into practice. As will be presented in Part II of this thesis, 
integrated care necessitates a clear structure and management organisation, supportive 
stakeholders and a pro-active priority setting by policy and decision makers. 
Transforming the system from within to improve and sustain it for future generations is a 
side effect of successful integrated care and enables the actors to consolidate the 
conflicting aims of finite resources and infinite demands for health. 
First efforts have been made by Edgren (2008) and colleagues (2009) to consolidate the 
existing theories on integrated care with those of systems theory and complex adaptive 
systems and preliminary results are promising, and certainly shed new light on the power 
of both concepts. Still, it is too early to appraise the outcomes of this research and it can 
only be hoped that more groups of researchers try to transfer and merge theories and 
methodologies from different disciplines to build a theoretical framework for integrated 
care. [Stein/Rieder 2009a] 
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3 DECISION MAKING IN HEALTH CARE 
“…the goals and values of state organisations are themselves 
policies and so are continually subject to dispute and change.” 
(Hill 2004) 
 
Every day we make countless decisions of most of which we are not even consciously 
aware of or to which we give little methodological thought. Being a woman, I know how 
difficult it sometimes is to decide on whether to wear jeans or a skirt, whether to eat a 
salad or rather a club sandwich and which trends to follow so as to fit into the intended 
social surroundings. Even these seemingly simple decisions might require a literature 
review (i.e. study magazines), sometimes accompanied by field research and a survey 
among friends and peers – so, if we put so much thought into the more banal questions 
of life, why is there so little evidence of decision making (strategies) in health care? 
3.1 Ideal Models of Public Policy Decision Making 
“I do not know a way to certain success, but the way to certain 
failure: wanting to please everybody.” 
(Plato) 
 
The most famous and influential public policy decision making model is Max Weber’s 
rational bureaucracy (1921). In his understanding, the bureaucracy was the natural 
progression from the feudal, pre-modern states governed by traditions and emotions to 
the modern industrialised state governed by rationality. The principles of his theory are 
division of tasks (i.e. specialisation), hierarchy, regularity and documentation. In such 
organisations, clear rules and regulations are abided by the agents, who have no self-
interest in their tasks and who follow a predefined and transparent career path. The 
leader of the bureaucratic organisation, whether public or private, is not himself part of 
the organisation and through the detachment of personal and professional interests will 
only decide for the greater good of the organisation. [Crinson 2009, Kasper/Mayrhofer 
1996, Weber 1972] 
After World War II, the emerging normative models all elaborated and criticised Weber’s 
bureaucracy model and tried a more realistic approach towards public policy decision 
making. Simon’s rational decision making model (1957) focused on the process of 
decision making as a selection of the most promising and profitable alternative for the 
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aims of the organisation, irrespective of the function and setting of the organisation itself. 
This requires the prior definition of ‘means’ (= how to achieve the selected option) and 
‘ends’ (= what do we want to achieve) and a situation analysis from the decision makers. 
The incrementalist approach, also known as ‘muddling through’ juxtaposed rational 
decision making by arguing, in practice and policy making, decisions are made based on 
already existing policies and selecting those alternatives which best fit the status quo. 
This is due to the lack of adequate information and evaluation methods and the plethora 
of variables within which organisations work. Incrementalism was developed as a 
reaction to the apparent inability of many organisations to implement problem-solving 
capacities. [Braybrooke/Lindblom 1963] 
Based on rational choice theory, public choice theory stipulates that decisions are 
fundamentally influenced by self-interest maximisation of the (public) policy makers – the 
complete opposite of Weber’s ideas. Reflections of this theory are said to be found in 
pre-election promises and spending by politicians in order to positively influence the 
ballots [Nordhaus 1975, Mueller 1989] or in the continuous growth of power and 
importance of bureaucracies which lead to the inefficient use of public resources. 
[Crinson 2009] It developed by applying economic concepts of agency, utility and game 
theory to political analysis and is associated with the analysis of lobbyism and advocacy 
groups and their influence on political decision making. [Buchanan/Tulock 1962, 
Buchanan 2003] 
The garbage can model of policy decision making came up in the late 1970s rejecting 
the ideas of a rational or linear – incremental model and postulating a more realistic view 
on public organisations. In the light of “…ambiguous organisational values, uncertain 
knowledge about outcomes of decisions, and rules about decision-making which were 
largely politically symbolic” the model emphasised the irrationality and chaotic aspect of 
organisational decision making. [Crinson 2009, Hill 2004] 
 
In summary, while all the above theories have some merit and attain some value in 
describing (public) policy decision making, none of them has emerged to replace the 
Weberian theory in its influence and scope. Today, the rationalist and the realist 
interpretations bounce between some sense of control and predictability on the one side 
and chaos and insurmountable complexity on the other. However, it is only the rationalist 
approaches, which give the analyst some kind of pathway and framework to follow. 
[Crinson 2009] 
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3.2 Levels of Decision Making 
“Fear not! I do not revenge evil, but force to the good. 
My hand is hard, but my spirit is mellow.” 
(Inscription on a Dutch workhouse, cited in Kieser 2002) 
 
The different levels of decision making have inherently been touched by the systems 
models introduced in Chapter 2, however they have not yet been formally defined. There 
is a very basic description used in many different fields when analysing processes and 
systems, whether natural, constructed or societal, and that is ordering the layers into 
macro-, meso- and micro-levels. 
 
In policy terms, one has the regulation subject, the regulation agency and the regulation 
object. The regulation subject sets norms, which influence and constrain the decision 
options for the regulation object. In a steady regulation system, the regulation object 
learns to rely on the norms and standards set forth by the regulation subject. In case of a 
violation of the set norms, the sanctioning of the regulation object is devolved to the 
regulation agency. [Noweski 2008] 
 
Figure 3.1. The levels of regulation. 
 
 
 
Regulation subject 
Regulation agency 
Regulation object 
Source: Noweski (2008), p. 18. 
 
In health care, it is easy to identify the governmental or political  level as the macro-level, 
that is the regulation subject, but it depends on the system and the viewpoint of the 
analyst where to identify the meso- and the micro-level. Traditionally, the meso-level or 
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organisational level could be a health insurance or a regional health authority having 
regulatory properties and definitely acting as agents, leaving the micro-level to be a 
hospital or even a single physician’s office, i.e. the regulation object or the service 
delivery level. [Lloyd/Wait 2006] However, one could also argue that the hospital 
management has agency properties and its departments are the regulation objects. And 
on all these levels, has anyone considered the patient? She is certainly the last link in 
the chain, and often conceived as an object, but does that suffice to consider her the 
micro-level of health care decision making? 
3.3 Decision Makers in Health Care 
“(S)he who pays the piper calls the tune.” 
(Proverb) 
 
Decision makers in health care are manifold: health insurance managers, health care 
professionals and their respective organisations, health maintenance organisations and 
hospitals, patients and regulators all face choices within the system and with these, form 
and change it. 
3.3.1 Political Decision Making 
Political decision making forms the framework and defines the cornerstones of a health 
system. The financing, purchasing and regulating services described in Goodwin’s 
model (2008), all fall into the domain of public decision making. Whether to prefer a tax-
based or social security-based approach, whether to enforce more market competition or 
decentralise the services - the choices have to be made on the political stage and on a 
societal level. Depending on the political culture and system, this should happen with the 
direct or indirect involvement of the other actors involved. 
 
Ideally, the political decision making process follows the ‘Public Health Action Cycle’ 
[Rosenbrock 1995]. Based on the policy cycle of regulation theory, this cycle reflects the 
four stages of decision making. Based on a problem definition, policies are formulated 
and a strategy which lays out the aims, priorities and targets of the policy. The policy is 
then (hopefully) implemented, and ideally evaluated according to the aims set out to 
reach. Finally, this evaluation leads to a policy analysis and may yield evidence that the 
strategy has to be adapted, starting another cycle. In health care, however, the ‘Public 
Health Action Cycle’ has mainly been considered for the introduction of reforms. 
[Noweski 2008] 
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Figure 3.2. The ‘Public Health Action Cycle’. 
Strategy- (policy)
formulation
Evaluation
ImplementationProblem
definition
 
 
Source: Translated from Rosenbrock/Michel 2007. 
 
As already discussed in Chapter 2, political decision making is guided by the aims and 
principles of the health care system, where priority setting plays a key role. 
Unfortunately, the elements of the ‘Public Health Action Cycle’ are often put into practice 
at random or not at all, having defined problems on the one hand without further 
strategies to overcome them and implementing various reforms and (de-)regulating 
measures on the other side without follow up or evaluation. [Halvorson 2007, Eckel 
2001] 
3.3.2 Professional Decision Making 
Hospital and medical decision making are the only topics within the field of health care 
decision making which feature a fair amount of literature, specifically from the 
management and administration points of view. [Zelman et al. 2004, Hunink et al. 2001] 
Many management instruments such as the balanced score card, total quality 
management and certification as well as process management tools have found their 
way into this part of the health care sector with ambiguous results. While these help the 
administration of the care provider to make decisions, it is evidence-based medicine, 
guidelines and protocols which are the decision making instruments for medical staff 
(see also 3.4.3). The situation is complicated by the fact that each profession follows 
their own set of standards and rules, and definitions of what constitutes quality care, who 
has which responsibilities and when to share knowledge and information – if at all – 
differ greatly. [Berchtold 2008, Halvorson 2007, Porter/Teisberg 2003] As outlined in the 
‘four worlds of health care’ by Glouberman and Mintzberg (2001) (Figure 2.2.), these 
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clashing interests influence professional decision making inherently and lead to frictions, 
which have to be dealt with by the system. 
3.3.3 Involving the Patients 
For a long time, the patient was considered a passive object who had neither the skills 
nor the knowledge to participate in the decision making process about her health. 
However, this viewpoint completely ignored the many facets and aspects, which 
influence our health and have nothing to do with medical care. Decisions about 
education, hygiene, nutrition and life style choices such as smoking or sports activities all 
are made by the individual - at least to a great extent - and all influence the health status 
significantly. 
The first models recognising the many influencing factors of health date back to the late 
1970s [Preston 1975, McKeown 1976, Mosley 1984] but it has taken until recently, that 
the social determinants of health [Wilkinson/Marmot 2003] along with the empowerment 
of the patient have become relevant topics in health care. 
 
Figure 3.3. Mosley’s operation of the five groups of proximate determinants on the health  
dynamics of a population. 
 
Source: Mosley/Chen 1984, p. 142. 
 
Coulter et al. (2008) identified three core strategies for patient involvement and active 
participation: health literacy, treatment decision making and self-management of chronic 
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diseases. In their literature review, they found sufficient evidence to support the fact that 
improved patient involvement and empowerment lead to better health outcomes and a 
reduction of health inequalities. While health literacy ensures that patients are provided 
with information through adequate channels, from brochures to public campaigns, in a 
comprehensible language, treatment decision making reflects the notion of shared 
decision making concerning therapies and treatment alternatives. It is acknowledged that 
not every patient wants to be actively involved but many see a lack of information and 
respect for their opinion as the most frustrating aspect of health care. Thirdly, self-
management of chronic diseases assists patients in leading a fulfilled and quality life by 
enabling them to handle their chronic condition as independently as possible – saving 
lives and resources. The authors stress the fact that all of these measures have to be 
designed culturally and target group sensitive as a prerequisite for successful 
implementation and acceptance by the patients. 
So, the decision making of the individual concerning her health is two-fold: the lifestyle 
choices, influenced by the cultural and socio-economic background, and the choices 
concerning treatment, therapy and compliance. The empowerment, education and active 
involvement play a crucial role for improving both decision making processes and 
consequently, her health outcomes. 
3.3.4 Direction of Decision Making 
At this point, it is helpful to consider the two ways of any decision making process: either, 
it is organised as a top-down or a bottom-up approach. Both strategies have their merit 
and both are used simultaneously, the former however being far more popular with 
decision makers than the latter. The top-down approach is the classic strategy in policy 
making, following Noweski’s (2008) ‘subject – agency – object’ pathway, while in the 
bottom-up approach the micro level is usually represented by the patient or the 
community level who start an initiative. It is also considered the grass-roots approach to 
decision making. Crinson (2009) points out, that these two approaches are actually not 
decision making processes per se, but implementation strategies. However, in practice 
this differentiation may be somewhat technical and the reflections presented so far 
suggest that decision making may also go both ways. Even though the bottom-up 
approach is not the norm, successful examples of grassroots organisations or 
community efforts to build public awareness and influence policy decision making can be 
found in every country and sometimes even grow into international organisations, as was 
the case with the French ATTAC movement (www.attac.org) or the Austrian Life Ball to 
support HIV/AIDS initiatives. 
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3.4 Decision Making Instruments 
“Good decision making needs good information” 
(Rapoport et al. 2009) 
 
In order to make an informed decision, the database needs to be gathered, ordered and 
evaluated. For this matter, qualitative and quantitative methods have been developed 
and as the methodology progresses so does the validity of the statements drawn from 
these analyses. The rapid development and improvement of the data and the analysis 
tools also gave way to the growing recognition of said tools by decision makers. While 
managers of private organisations have long been accustomed to the utilisation of 
decision making instruments, the public sector and policy makers are still adapting to it. 
Suffice to say that “for politicians, managers or other ‘agents’ in the health care sector, it 
is perhaps equally important to know, e.g., why some departments (or hospitals, etc.) are 
performing well and why some are not.” [Tambour 1997, p. 7] 
3.4.1 Efficiency, Efficacy and Effectiveness 
Efficiency, efficacy and effectiveness are ubiquitous terms in any system and 
organisation, whether public or private. They are often utilised interchangeably, even 
though their meaning clearly states the distinct circumstances under which they apply. 
While efficacy measures outcome under ideal conditions, effectiveness looks at the 
outcome in practice. [Drummond et al. 2005] Efficiency on the other hand is the technical 
term for the relation between input employed and output received. Whether the aim is to 
improve efficiency or effectiveness may well influence the decision since one also has to 
take into account a trade off between the two.7 And depending on the field and focus, 
varying emphasis is put on the three terms. 
In medical terms, effectiveness is the extent to which interventions achieve health 
improvements in real practice settings, while efficacy is considering ideal circumstances 
in the laboratory or clinical trial setting. [Gold et al.1996] A new treatment may therefore 
be efficacious and efficient, but still not effective because it fails to take into account i.e. 
patient acceptance or difficulties in the mode of application in real life. 
In policy terms, efficiency is the relationship between the objectives achieved and the 
resources employed to reach them. Additionally, externalities influencing the ability to 
achieve these goals may come into consideration. In economic terms, this relationship is 
                                                
7 Economic theory knows different forms of efficiency, based on Input-Output Analysis, and ‘efficiency’ is 
often equated with ‘productivity’. A relevant field of efficiency analysis for health care is data envelopment 
analysis (DEA). See Jacobs et al. (2006) for a detailed introduction. 
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reflected by the cost-effectiveness of an intervention, programme or strategy. [Jacobs et 
al. 2006] Along these lines, however, one has to consider that ”it is as difficult for the 
analyst to determine empirically the potential of a production unit as it is for the producer 
to achieve that potential.” [Lovell 1993] 
3.4.2 A Quantitative Method: OR/MS 
In economics and management, decision making is primarily associated with a 
quantitative approach called operations research (OR) and management science (MS) – 
the art of allocating limited resources effectively with the help of scientific methods. The 
basic concepts are straightforward and should be logical for anyone thinking about 
change [Andersen et al. 1994, p. 3]: 
• Define the problem 
• Identify the alternatives 
• Determine the criteria 
• Evaluate the alternatives 
• Choose an alternative 
 
Once one has come to a conclusion the tricky part still remains of how to implement the 
alternative. Since the OR/MS literature is extensive [Cochrane/Zeleny 1973, Anderson et 
al. 1994, Daellenbach 1995, Hall 2010], only two of the main instruments shall be 
introduced here, which also have relevance for health care research. 
3.4.2.1 Decision trees 
Decision trees depict the logical flow from a starting point, the decision node, with 
multiple alternatives through a series of binomial chance nodes, representing the 
possible choices the decision maker faces, to the ultimate end points or terminal nodes, 
with each branch featuring the probabilities associated with it. The treatment options are 
then ranked according to expected costs, and the incremental costs and benefits can be 
calculated. 
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Figure 3.4. An example for a simplistic decision tree. 
Choose
Treatment B
Treatment A
Live
Die
Live
Die
  p
  1 - p
  1 - q
  q
E1/C1
E2/C2
E3/C3
E4/C4
Decision Node Chance Node Terminal Node Ei/Ci Effecti/Costi
 
Source: Henderson (2005), p. 114. 
 
They feature prominently in economic literature, however if they are actually put into 
practice in health care decision making remains to be documented. 
3.4.2.2 Markov models 
When a scenario is too complex to be described by a decision tree and when the 
possibility is given that patients move back and forth between different (health) stages, a 
Markov model is set up. There are numerous examples for Markov models, especially 
when analysing chronic diseases like osteoporosis or dementia. [Ström et al. 2007, 
Zethraeus et al. 2007] 
A Markov model enables the researcher to run long term analysis (usually 10 - 50 
years), depicting the possibilities of debilitating and recovering effects of the chronic 
disease and its treatments. Hence, between 1 (= healthy) and 0 (= dead) there are 
multiple stages a person can go through over the years, and both progression and 
regression can be illustrated. [Henderson 2005] 
In practice, Markov models are used as prognosis tools to create different scenarios for 
the impact of chronic disease on quality of life, economic resources or populations. 
However, they are still under-utilised as decision making instruments. [Zethraeus et al. 
2007] 
3.4.3 Evidence-based Medicine and Health Care 
Evidence-based Medicine (EbM) is the “conscientious, explicit and judicious use of 
current best evidence in making decisions about individual patients […] integrating 
individual clinical expertise with the best available external clinical evidence from 
systematic research.” [Sackett et al. 1996, pp. 71-72] Hence, evidence-based medicine 
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constitutes the current clinical knowledge ascertained by clinical trials and scientific 
publications, which reinforce or reject facts – the so-called “external clinical evidence”. 
However, Sackett et al. (1996) emphasise the importance of the interaction between the 
latter and “individual clinical expertise“, that is the expertise acquired in daily practice. 
Evidence-based medicine has become a cornerstone of medical decision making and 
forms the foundation for the development of guidelines and patient pathways. However, 
“[S]ome fear that evidence based medicine will be hijacked by purchasers and managers 
to cut costs of health care.“ [Sackett et al. 1996] 
 
Guidelines are most commonly defined as “systematically developed statements to 
assist practitioner and patient decisions about appropriate health care for specific clinical 
circumstances.” [Field/Lohr 1990] As EbM, they are instruments to assist in the decision 
making process but always have to be put into the individual context. Guidelines are 
either issued by scientific associations, such as the European Society of Cardiology 
(ESC), or public institutions, such as the UK National Institute for Clinical Excellence 
(NICE). With the emergence of patient involvement, many issuing institutions also 
publish patient information folders to the professional guidelines, summarising and 
synthesising the most important facts for laypeople to understand. Examples of 
guidelines and patient information brochures can be found on the homepages of the 
organisations mentioned. [Stein/Rieder 2007] 
 
Notwithstanding the growing evidence and guideline development, there is still little 
known on evidence-based health care as being more than just adequate medical 
treatment. “While ‘evidence’ can be essential in evaluating effectiveness of healthcare 
interventions, well-informed decisions also require information and judgements about the 
needs, resources and values, as well as judgements about the quality and applicability of 
evidence. Relying only on the evidence about the effects of health care alone can be 
inappropriate.“ [The Cochrane Foundation 2009] In order to reach evidence-based 
health care, more efforts have to be made to gather information on the ‘other’ services 
provided, namely nursing and activating and rehabilitating therapies, and also include 
social services into the scope. Compiling evidence for evidence’s sake, however, will not 
be enough. Only if it is set into the system’s context and actors are trained to apply it, will 
evidence-based health care serve its purpose. And that includes the demands and 
reality of patients. Figure 3.5 illustrates the long way evidence building still has to go to 
reach this claim. 
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Figure 3.5. Evidence, information and patient choice. 
Source: Hope (1997), p. 21. 
3.4.4 Health Economics 
Health economics, health systems analysis and adjacent fields function as consulting 
and informing agents for policies and politics. In this function, they have an obligation to 
deliver: it is their duty to describe the basic concepts, analyse the status quo and 
develop alternative concepts with the corresponding outcome scenarios. If they want to 
be heard and understood, they need to make sure that they formulate their findings in a 
way comprehensible and beneficial for policy and decision makers. Unfortunately, there 
is no guarantee for being actually heard, however sound and timely suggestions and 
analyses may be. Health economics has an obligation to deliver without guarantee of 
success. There is no telling which advice will and has found its way into health care 
policies and politics. In the end, the health care system cannot be changed by science, it 
is the decision makers in and on health care who shape the system. [Beske 2001, Briggs 
et al. 2006] 
Health economics and health systems research can only provide the information base 
and analyses and scenarios  - the decisions will have to be taken by those in charge. 
The most commonly used economic evaluation measures will be introduced in the 
following chapter, however a comprehensive disquisition on the different theoretical 
schools and foundations relevant to health economics (i.e. utilitarianism, neo-classical 
theory and the role of the household, principal-agent-theory, etc.) would go beyond the 
C
B
A
A Information which is currently based on good evidence
B Information for which good-quality evidence-based information could be available in due course
C Information which is potentially of importance to patients in m aking health care choices
Information of importance to patient
choice which is not even potentially of
evidence-based type. E.g. information
about the process of delivery of health
care
Area where there is currently good
evidence-based information which
is of importance to patients in
making choices
Information of importance to
patient choice which is potentially
of evidence-based type.
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scope of this thesis and excellent books are available on this topic, for example Gold et 
al. (1996), Drummond et al. (2005), Jacobs et al. (2006). 
3.5 Implications for Integrated Care 
“That is the biggest mistake in the treatment of illnesses: that 
there exist doctors for the body and doctors for the soul when 
one cannot separate the two.” 
(Plato) 
 
In their introduction to health care decision making Hunink et al. (2001) developed the 
PROACTIVE approach (Table 3.1), which summarises the relevant steps in a sound 
decision making process. 
 
Table 3.1. A guide for decision making in health care. 
Source: Summarised from Hunink et al. (2001), p. 5-20. 
 
This guidance may well prove useful for integrated care as well, as coherent and 
managed decision making is still rare in this field. The principles of decision making can 
be generalised for all fields, a clear goal and strategy as well as a substantiated data 
base and the consideration of possible intended and unintended consequences need to 
be the standard in any decision making process, but especially so in a public matter like 
health and social care. Integrated care is not an end in itself, but the means to an end, 
and hence must be considered as one of a number of possibilities. As the analysis 
proceeds, one has to be aware that integrated care may not always prove to be the most 
sensible choice. As a professional decision maker, one has to keep these alternatives 
open; as a political decision maker however, incentives and priorities may be set to 
P Define the Problem 
R Reframe the problem from various perspectives 
O Identify the Objective of the intervention 
A Formulate the Alternatives 
C Identify the possible Consequences of each alternative and their Chances 
T Weigh the value Trade – offs 
I Synthesize the information qualitatively by Integrating the evidence and values   
V Choose a decision criterion (Value) for your decision 
E Explore how your decision may change if the probabilities or values were slightly different
than you had initially estimated 
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support integrated care and consequently favour integrated care initiatives over other 
concepts. 
  38
4 PERFORMANCE MEASUREMENT IN HEALTH CARE 
“…there is no such thing as a purely objective measure. 
Valuation also enters in the choice of what to include and 
exclude…” 
(Hanson 2002) 
 
Consider the following story: 
“Today, one is supposed to manage through measurement. But what does this 
measurement itself mean here? A surgeon in a London hospital transplanted the livers of 
10 patients. Two died, and 8 survived. One of the latter was a young woman, whose 
cancer of 5 years earlier returned, while the liver of another was slowly being rejected, 
necessitating a second transplant. Of the remaining 6, only 3 were able to resume normal 
working lives. Asked about his success rate, the surgeon claimed 8 out of 10. Indeed, he 
was prepared to claim 9 out of 11 after the retransplant (since he counts livers not people!). 
An immunologist, who felt the surgeon should not have operated on the young woman, put 
the rate at 7 out of 10, while an administrator put it at 6 out of 10. The nurses, most aware 
of the quality of the lives of those who could not return to work, put it at 3 out of 10. And the 
right answer? Take your pick. And then try to manage the numbers!” 
[Glouberman/Mintzberg 2001, p. 62] 
 
When making a statement, one usually wants to give proof of its validity and 
significance. In order to be able to measure the extent of health and inequality in a 
population, many statistical methods, tools and indices have been designed over the 
decades. In recent years, researchers have also tried to capture the complex relations 
that influence health by developing compound measures and added gender and ethnic 
variables to give an even more precise picture. This chapter gives an overview over the 
most commonly used indices and indicators and what they stand for. Foremost, the 
standard health economic methods for performance measurement will be introduced. 
4.1 Measuring Health and Welfare 
“To understand God's thoughts we must study statistics, for these 
are the measures of His purpose.” 
(Florence Nightingale) 
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The measurement of health and welfare is closely interlinked with the concepts of quality 
of life, social status and health equity. In economics, welfare is most commonly 
associated with the growth of per capita income, measured by the annual GDP growth 
rates, following the concept of neo-classical growth theory. Thus, it is only seen as the 
expansion of individual consumption possibilities, ignoring such eminent factors as 
health, leisure time and social integration. [Stein 2006] 
 
One of the predominant questions, however, is on the choice of indicators to measure 
the desired entity. An indicator is an observable and measurable parameter, which 
figures as a descriptor for “immeasurable” circumstances (e.g. literacy rate – level of 
education) whereas an index is the aggregate of several indicators. [Feldmann 2000] 
4.1.1 GDP and GNP 
The gross domestic product (GDP) measures the total value for final use of output 
produced by an economy, by both residents and non-residents. When adding the 
difference between the income residents earn abroad for labour and capital less 
payments made to non-residents who contribute to the domestic economy one receives 
the gross national product (GNP), [Todaro/Smith 2003] being the indicator most widely 
used for the overall level of economic activity and for health systems comparison. 
[OECD 2004, Drummond et al. 2005] 
 
To compare economic statistics across countries, though, the data must first be 
converted into a common currency. Since conventional exchange rates bare the risk of 
volatility and fluctuations, hence distorting the picture, the international financial 
institutions started to use purchasing power parities (PPP) to smooth out the 
discrepancies. “PPP rates of exchange allow this conversion to take account of price 
differences between countries. By eliminating differences in national price levels, the 
method aids comparisons of real values for income, poverty, inequality and expenditure 
patterns.” [HDR 2002, Box 5] 
Over the decades there have been many points of critique against the consistent use of 
GNP and GDP per capita [Diefenbacher 2001, p. 121]: 
• The indicators ignore income distribution. Countries with a fairly equitable income 
distribution rank on the same level as countries where for example 5% of the 
population earn 60% of income. 
• The comparison between countries is difficult, not only because of diverging data 
but also because differing economic structures influence the GDP and GNP as 
well. 
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• Externalities such as exploitation of natural resources and environmental damage 
are not accounted for. 
• The informal sector such as charity work, work in NGOs, and most importantly, 
household work are not included unless they are processed via the market. 
 
GDP per capita is still a predominant indicator used for evaluating the welfare and health 
status of countries even though a series of studies has demonstrated that not the richest 
countries are also the healthiest, but those with the most equitable income distribution. 
It’s not wealth determining individual health but the social status. [Polak 1999, 
Wilkinson/Marmot 2003] Thus, the most common health indicators used in performance 
measurement today have originally been developed to compensate for these critiques, 
with human welfare and development in mind. These efforts were spearheaded by the 
UNDP and its Human Development Reports (HDR). [Stein 2006] 
4.1.2 Measuring the Global Burden of Disease: DALYs and QALYs 
With its 1993 World Development Report (WDR) entitled Investing in Health, the World 
Bank became a heavyweight proponent of health promotion as a means of accelerating 
development. Launched with the report was the concept of the Global Burden of Disease 
(GBD), which tries to draw a picture of the costs of ill health and premature death on the 
world’s economy. In order to quantify individual and societal impact of (chronic) disease, 
a host of indicators was developed. This section is based on section 3.1.1. of Stein 
(2006). 
4.1.2.1 GBD and the DALY 
The World Bank collaborated with the WHO in conducting a study on the global health 
status and designing a method to mirror its outcomes. Hence, the GBD set out as a 
strategic and political tool to give evidence for the priority setting of health programmes 
and initiatives. 
The GBD is measured in units of disability-adjusted life years (DALYs) and is composed 
of two indicators [World Bank 1993, Hanson 2002]: 
• The years lost as a cause of premature death (compared to a global standard life 
expectancy of 82,5 years for women and 80,5 for men) 
• The years lived with a disability caused by ill health 
 
The latter is obtained by multiplying the expected duration of the disability with a 
predefined severity weight according to the category of disease. To obtain the DALY, the 
last step is to multiply the components with an age weight (a multiplier assigning different 
  41
impacts to different ages; a disability at the age of 25 would have the gravest 
implications for the DALY) [Hanson 2002, p. 316]: 
“DALYs incorporate four values in their construction: 
• Choice of expectation of life at each age that, for purposes of GBD, reflects 
life expectancy in a low-mortality setting; 
• Sex gap in life expectancy (part of the gap that is assumed to be related to 
biological differences in longevity between sexes); 
• Value of a year of life lived at each age (age weights); 
• Value of time lived at different time periods (discounting)” 
 
As always, there is a long list of critical points concerning the use of DALYs, some of 
which have already been anticipated in the WDR 1993. Caused by its global nature, it 
completely ignores social subgroups such as ethnic minorities or poor households, which 
obviously face quite different health burdens than affluent social segments. Also, it 
ignores social impediments caused by disfigurement or dysfunction and clearly 
underreports social factors of illness, such as violence against women. Furthermore, 
since it only counts the fatal or disabling disease respectively, it presumes that only one 
disease causes death or disability, overlooking the fact that a weak or undernourished 
body is more susceptible to diseases than a strong and healthy one. “This is particularly 
problematic for calculations of the cost-effectiveness of interventions, where the 
assumed health gain may be overestimated. But it may also overstate the true burden of 
illness due to particular causes.” [Hanson 2002, p. 326] 
Hanson (2002) contests further issues in regard to gender bias: 
• The same age weighting function is used for females and males taking no 
account for women’s caring role and reproduction function. 
• In low-income countries women use less health care services than men, in high-
income countries it’s the other way round. 
• The severity weights for diseases are based on studies ignoring the different 
implications and consequences of diseases in women and men – a field of study 
that is still barely existent. 
• Sexually transmitted diseases are often underreported, not only because of the 
stigma that goes with them but also because 50-80% run without clear symptoms 
in female bodies. 
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4.1.2.2 An Adaptation: the QALY 
A similar but more qualitative approach is taken with the quality-adjusted life years. This 
measure adjusts the standard life expectancy by quality weights for time spent in less 
than perfect health. Instead of using a catalogue of diseases, it derives its data from 
personal interviews and surveys therefore delivering a more adequate estimate on the 
quality loss of life due to ill health. It is exclusively used to measure the cost-
effectiveness of health interventions and its simple and express manageability makes it a 
popular and widespread tool. Drummond et al. (2005) give an excellent insight into the 
development, implementation and evaluation of QALYs in economic measurement of 
health care. 
 
Both DALYs and QALYs are widely used and accepted indicators for health, guiding the 
allocation of time and resources in health initiatives on the local, national and 
international level. With all their indisputable strengths and validity, one should always 
stay cautious and aware of their equally apparent weaknesses: 
“Social states as risk factors are not examined. One reason for excluding an analysis of 
social states as risk factors in the GBD work is that it would almost certainly require going 
beyond the narrow confines of the health sector and the interventions it alone can deliver. It 
would require what the current British government calls “joined-up thinking”, involving 
multisectorial policy initiatives. At a very minimum, this must be based on a broader vision 
of health policy, rather than the current narrow focus on health services.” [Hanson 2002, p. 
340-341] 
A vision, that would certainly provide inspiring new pathways and possibilities for 
governments and their health policies. 
4.1.2.3 The HYE 
Healthy years equivalents (HYE) are an alternative to the QALYs and contrary to them, 
they can be interpreted unequivocally. The concept is based on a two-tier standard-
gamble-approach, based on the von Neumann-Morgenstern utility theory. [Gafni 1994] 
Starting with an individual utility function, the HYE measures the equivalent years in 
absolute health compared to a life-long health profile after a medical intervention. As with 
the QALY, the indicator is extracted from the results of a survey, which collects not only 
the value of future health but also the risk disposition of the respondents. [Mehrez/Gafni 
1989, Birch/Gafni 1992] And as with the QALY, these valuations lead to similar problems 
and criticism and are therefore equally disputed. Thus, as the statistical method and the 
interviews of the QALY are easier to handle, it is given preference over the HYE. 
[Schöffski/Schulenburg 2007] 
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4.1.2.4 HALE and DALE 
The most recently developed indicator for the HDR is the disability-adjusted life 
expectancy (DALE). “Designed to be directly comparable with life expectancy, DALE 
weights expected years of ill health by their severity and subtracts these from overall life 
expectancy to give equivalent years of healthy life […] It is primarily intended as a 
summary measure.” [Hanson 2002, p. 316] 
The healthy life expectancy (HALE) used by the WHO, on the other hand, measures the 
forecasted years of healthy life at birth. 
 
Besides these, there exist an unmanageable number of additional indicators for health, 
often measuring similar conditions. As often, almost every organisation or institution, 
whether national or international, developed some indicator or another for their own 
uses. 
4.2 Health Outcomes Measurement 
“An outcome is no longer a death deferred or a sign removed but 
is becoming an experience changed. If patients readjust their 
risk, then that is a medical improvement. If patients change their 
attitudes and behaviours in response to advice on risk and 
health, then this is a positive outcome.” 
(Armstrong 1996) 
 
In contrast to clinical trials, health economic analyses have in common that they 
establish what is best on an aggregate level, i.e. a societal level, rather than the 
individual patient level. They present assistance for decision making by valuing resource 
utilisation against health outcome. Depending on which units are used to measure these 
inputs and outputs, one can distinguish between non-comparative and comparative 
methods [Schöffski/Schulenburg 2007]: 
 
Table 4.1. Health economic analyses. 
Non-comparative methods Comparative methods 
Cost Analysis 
Cost of Illness (COI) 
Cost Cost Analysis 
Cost Benefit Analysis (CBA) 
Cost Effectiveness Analysis (CEA) 
Cost Utility Analysis (CUA) 
Source: Schöffski/Schulenburg 2007. 
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While the non-comparative methods only analyse the costs of the system, the 
comparative methods value resource utilisation against the outcome, in this case, the 
benefit of the intervention. This is the much cited “health outcome”. The following 
overview describes the most commonly used health outcome analyses and is based on 
Drummond et al. (2005), Jacobs et al. (2006) and Schöffski/Schulenburg (2007). 
 
Table 4.2. Measurement of costs and consequences in economic evaluation. 
Type of study Measurement/valua
tion of costs in 
both alternatives 
Identification of 
consequences 
Measurement/valuation 
of consequences 
Cost analysis Monetary units None None 
Cost effectiveness 
analysis 
Monetary units Single effect of interest, 
common to both 
alternatives, but 
achieved to different 
degrees 
Natural units (e.g. life-
years gained, disability-
days saved, points of 
blood pressure 
reduction, etc.) 
Cost utility 
analysis 
Monetary units Single or multiple effects, 
not necessarily common 
to both alternatives 
Healthy years (typically 
measured as QALYs) 
Cost benefit 
analysis 
Monetary units Single or multiple effects, 
not necessarily common 
to both alternatives 
Monetary units 
Source: Drummond et al. (2005), p. 2. 
4.2.1 Cost of Illness (COI) 
Cost of illness analysis can be carried out based on prevalence or incidence rates. The 
former measures the cost of illness in a population over a given period in time, usually 
one year, while the latter estimates the lifetime costs of illness for all those who have 
been diagnosed with a disease in a given base year. Both approaches, however, focus 
on the analysis of the population and the current disease management and not so much 
on specific subgroups or treatments. The aim of the COI is to highlight the economic 
implications of diseases and to offer decision makers indications as to how to effectively 
distribute the resources. Both direct and indirect costs are incorporated into the analysis. 
4.2.2 Cost Benefit Analysis (CBA) 
A cost benefit analysis measures whether the costs incurred by a (new) treatment are 
rectified by the medical outcome. If the expected benefit exceeds the costs, the 
treatment is recommended. Since CBA values and compares both costs and benefits in 
monetary units, including intangible costs such as quality of life, the method was long 
considered unsuitable for the peculiarities of health (economics). In practice, difficulties 
arise when trying to value future medical results with monetary units. Recently, the 
willingness-to-pay approach (WTP, “How much am I willing to pay for my health?”) has 
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opened new possibilities in valuing intangible costs and thus, in applying CBA to health 
related issues. [Schöffski/Schulenburg 2007] 
As with all approaches attempting to reflect health costs and benefits, the devil lies in the 
detail. There exist multiple concepts for surveying the willingness to pay, and even the 
definition defers between the English and the German speaking literature. 
The basic concept is to assign fictitious monetary units to goods, services or status. The 
different survey methods to reach a ‘willingness to pay’ are: 
• Direct questions: necessitate the determination of a maximum amount, which one 
is willing to pay for a given medical or health service. 
• Paying cards: feature monetary amounts and establish an interval within which 
the respondent would be willing to pay. 
• Bidding game: is a fictitious auctioning off of health services to determine the 
willingness to pay. 
4.2.3 Cost Effectiveness Analysis (CEA) 
Cost effectiveness analysis is the most widely used method and was developed to 
overcome the deficiencies of the CBA. The aim is to find the most cost-effective 
treatment by comparing treatment alternatives. The advantage of utilising comparative 
costs necessitates a profound knowledge of medical effects of the treatments and the 
different treatment options. For new treatments, CEA usually demonstrates cost-
effectiveness compared to the standard procedure at the expense of higher treatment 
costs. 
The particularity of the CEA is found in the fact, that not monetary units are used to 
evaluate the benefit (= the effectiveness of an intervention) but obvious natural units. 
These can be as specific as the reduction of blood pressure or as abstract as the 
improvement of quality of life. Hence, costs in monetary units are compared to 
measurable success of health outcomes, which extends the application to compare 
different interventions with each other – as long as the same units are compared. 
 
There exist two important points of criticism concerning the CEA: first, the success is 
measured from the medical perspective, not the patient perspective. If the latter be 
measured, less technical criteria would need to be consulted, such as social inclusion or 
freedom from pain. Secondly, a CEA can only compare different interventions for the 
same disease, but not whether it would be more cost-effective to introduce a 
cardiovascular prevention programme or a screening for mamma carcinoma. 
[Schöffski/Schulenburg 2007] 
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4.2.4 Cost Utility Analysis (CUA) 
The cost utility analysis was itself developed to overcome the deficiencies of the CEA, 
and is sometimes described as a specification of the CEA. The most pronounced 
difference is that health outcomes are measured from the patients’ perspective. This 
approach was rendered possible by the development of the QALY. Consequently, the 
effects of an intervention are measured relative to the quality of life and life expectancy 
of the patient. This enables for the comparison of interventions of a different kind and for 
different conditions with each other. 
4.2.5 Health Outcomes from Different Perspectives 
As outlined in the introduction, health economic analysis provides the information base, 
the interpretation of these data lies in the responsibility of decision makers and policy 
propagators. Thus, it is also influenced by the different perspectives that can be applied, 
whether it is the societal, medical, sociological or economic point of view; all of which 
inherently draw on the historical developments of the past two centuries. [Macbeth 1995]  
 
The first and still most commonly applied health outcome measure is ‘death’, categorised 
and analysed by its causes. The historical development transitioned from ‘bedside 
medicine’ (at home) to ‘hospital medicine’ in the late 19th century, and has now given 
way to ‘surveillance medicine’. [Armstrong 1996] One might add that this was 
accompanied by a reorientation towards ‘beside medicine’, renamed ‘home care’. 
Along with the shift in location, a diversification has taken place in health outcomes: from 
a mere biological measurement to a more inclusive set of indicators adding 
psychological and social determinants and outcomes to the analysis. The current 
endpoint is the already introduced biopsychosocial concept of health. 
From the medical point of view two different objectives can be identified in evaluating 
medical care: the assessment of interventions themselves, and the assessment of 
providers of care or the framework in which the interventions take place. [Goldacre 1996] 
The endpoints for evaluating these medical outcomes are typically the reduction of 
mortality, morbidity, disability and the impact on quality of life. Moving along this 
spectrum, the possibilities and precision of capturing these endpoints decreases and 
methodological and ethical problems increase. The first to advocate the routine 
collection of patient and health outcome data was Florence Nightingale (1863).  
The sociological approach to health outcome measurement builds on the same concepts 
as systems analysis, namely that human beings are social beings and thus, influenced 
by economic, cultural, religious, ethnic and gender relations. These interactions also 
  47
influence health status and subjective health measurement and are most prominently 
described in the social determinants of health concept. [Wilkinson/Marmot 2003] In this 
context, health and illness are social phenomena in that afflicted people often view the 
consequences of disease as the root cause of their disabilities, and not the underlying 
illness. Hence, the ‘activities of daily living’ (ADL) indices are a very prominent measure 
of health outcome from the sociological perspective. [Davies 1996] 
4.3 Implications for Integrated Care 
“Thus, it is difficult, almost impossible, to produce a 
predetermined outcome of a chain of care. Instead health care 
has to be adjusted to the medical and social conditions of the 
patients.” 
(Ahgren 2003) 
 
This chapter has only given a cursory overview over some of the prominent 
methodologies and indicators of performance measurement in health. In doing so, it has 
presented the complex setting, wide variety of approaches and increasing proficiency of 
evaluation techniques without ever attempting to draw a complete picture. For the 
analysis and the development of integrated care, performance measurement plays a key 
role in the further promotion and implementation of the concept. [Kodner 2009] As it is 
competing for finite resources with other forms of service delivery and organisation, it 
must prove its effectiveness and efficiency on all levels if it wants to succeed. The 
standard line of argument of integrated care propagators concerning the superiority of it 
states that integrated care is able to provide services more cost-effectively while at the 
same time improving health outcomes and quality of life of patients. Evidence to prove 
this supposition still remains scarce and contradictory at best. Improving performance 
measurement in integrated care may assist in asserting that it is able to meet the aims it 
had set out to reach. 
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Part II 
 
 
Pealing the Onion: 
In Search for the Cause of 
Integrated Care 
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5 INTRODUCING INTEGRATED CARE 
“Integrated care seeks to close the traditional division between 
health and social care. It imposes the patient’s perspective as the 
organising principle of service delivery and makes redundant old 
supply-driven models of care provision. Integrated care enables 
health and social care provision that is flexible, personalised, and 
seamless.” 
(Lloyd/Wait 2006) 
 
The previous chapters have set the scene for the exploration of a relatively new and 
versatile concept in health systems organisation, namely integrated care (IC). Under its 
many different names, integrated care promises to solve the problems outlined in Part I. 
Part II describes the status quo of integrated care and explores the cause for action. 
5.1 Introduction to the Concept 
Building and analysing successful integrated care models bring with it many conflicts 
across the fields of economics, medicine, sociology, management theory and politics, 
among others. Hence, it presents itself as diverse, vibrant and contradicting as is 
necessary to meet the demand. The diverse backgrounds of integrated care propagators 
have also contributed to an extensive application of concepts and theories drawn from 
different scientific fields [Goodwin et al. 2004]. That may be the reason for the non-
existence of a common terminology or standards in integrated care, making it difficult to 
compare experiences and results, whether on a national or international level. [Stein/ 
Rieder 2009a] Already a decade ago, Kodner and Kyriacou (2000) stated that the field of 
integrated care is lacking a common understanding, framework and terminology. Even 
though efforts have been made since then to consolidate the findings [Kodner 2009, 
MacAdam 2008], it seems that today integrated care presents itself as even more 
diverse and divergent. 
 
Integrated care developed out of practical necessity and has its origin in the United 
States health insurance and health management organisations, respectively. The 
experiences made so far with various Disease Management Programmes (DMPs) or 
regional integrated health systems have been as diverse and divergent as the health 
systems in which they are being implemented, with economic and scientific evaluation 
presenting serious challenges. Still, there is some common ground for the introduction 
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and development of integrated care projects in European health systems: as has 
extensively been stated already, the ageing societies in industrialised countries along 
with a rise in chronic diseases and the rapidly evolving health technologies are causing 
the costs associated with the health sector to reach the limits of (public) financing 
possibilities. Integrated care is seen as an appropriate tool to react upon the situation by 
reducing inefficiencies and at the same time guaranteeing high quality care.  
 
The participatory design workshop [Holmann et al. 2007] on “Integrated Care – Exploring 
Concepts and Potentials at the Boundaries of Medicine and Economy” was an 
international scientific expert workshop designed to bring together established and 
young researcher from various disciplines to discuss the status quo and future research 
questions of integrated care. The programme of the two-day workshop comprised of four 
sessions dedicated to the main fields of activity and most pressing topics in integrated 
care: 
• Defining the Common Base for Integrated Care 
• Evaluation and Quality – Discussion on Methods and Tools 
• Healthy Environs – Governing and Managerial Prerequisites for Integrated Care 
• The Future of Integrated Care – Research Questions arising from the Workshop 
 
The findings of the discussions are summarised in the subsequent sections. 
5.2 Defining the Common Base for Integrated Care 
There are many names associated with integrated care such as shared care (UK), 
transmural care (NL), managed care (USA, CH) or comprehensive care and disease 
management. [Kodner/Spreeuwenberg 2002, Gröne/Garcia-Barbero 2001, Leutz 1999] 
All models work with similar tools and at resembling problems, but differ significantly in 
scope and point of view. This leads to the problem of defining what integrated care 
actually is. It is often used as an umbrella term under which the aforementioned 
concepts – and many more – all find their place. [MacAdam 2008] 
Without a congruent definition, though, it is difficult to promote integrated care 
comprehensively in theory and practice. Herein lay the basis for the first tasks of the 
workshop: to discuss the necessity of a generally accepted definition, to define the core 
elements of integrated care and ultimately, to reach a common understanding on the 
topic. The questions to be answered were the following: [Stein/Rieder 2009a] 
• Do we need to further consolidate the definitions and frameworks or is it a waste 
of time? 
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• Do we need a common definition of integrated care? 
• Do we need a common framework of core and complimentary elements? 
• Do we need to treat integrated care differently depending on its nature - project or 
institution? 
• Is it viable to formulate a working definition over and over again? 
• Do the stakeholders know what the „integrated care community“ means by 
integrated care? 
• Are our concepts „marketable“? 
 
As with the definition of health, many authors in integrated care revert to the definition of 
the WHO as a starting point: 
“[Integrated care is] a concept bringing together inputs, delivery, management and 
organisation of services related to diagnosis, treatment, care, rehabilitation and health 
promotion …[as] a means to improve the services in relation to access, quality, user 
satisfaction and efficiency.” [Gröne/Garcia Barbero 2001] 
 
During the course of the workshop discussions however, it became evident that a 
clarification and common agreement on the core elements, technical terms and aspects 
of integrated care were a necessary quest for future research. Key to the formulation will 
be the question of how to underline the difference integrated care makes in delivering 
and organising health and social services and where the improvement lies compared to 
standard procedure. In other words, we will have to define the Unique Selling Proposition 
(USP) of integrated care. 
 
Emphasis was laid on the development of a common framework by which one is able to 
assess whether proposed integrated care models actually are integrated. As a Canadian 
literature review has revealed, only half of integrated care strategies (in Canada and the 
US) actually are integrated care and similar findings probably are true for Europe. 
[MacAdam 2008] 
 
Even though it is acknowledged that usually the focus lies on populations with complex 
problems and needs – where fragmentation becomes more visible or different health 
system philosophies become more evident - there was a common understanding that the 
definition of integrated care must not be limited. Evidently, the reasoning behind the 
argument is that by improving services for the most complex and vulnerable patients, 
eventually the whole system will evolve and adapt itself. 
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Hence, the conclusion was that the development of a common definition and set of 
technical terms would be useful. Conceptual clarification is demanded to further pave the 
grounds for a common body of knowledge in the field of integrated care research and 
practice. Without this base, it is difficult to share insights and advance theory and 
practice. 
However, researchers, policymakers and practitioners will not need a completely new 
definition. The integrated care field is not a nascent field. It has matured over the years, 
growing on interesting and relevant contributions to the conceptualisation and 
clarification of the meaning of integrated care. We should not set these aside, but use 
them to develop the common language and framework we need as the heart of our 
common body of knowledge. 
 
This common language and framework should include the following elements: 
• Description: a broad, but simple description based on the differential structural, 
cultural and strategic characteristics of integrated care. 
• Typology: a typology of integrated care by typifying the foci, levels, types, forms, 
system orientations and strategies of integrated care. 
• Pluralistic perspective: attention for the different meanings of integrated care for 
different actors in terms of focal points and goals. 
• Terminology: the development of a unified set of terms. 
5.3 Evaluation and Quality – Discussion on Methods and Tools 
5.3.1 Economic Evaluation in Integrated Care 
Economic evaluation forms a key element of the concept, still posing many challenges. 
For once, scientific evidence is often insufficient due to incomplete data collection, a 
limited time horizon or diverging evaluation methods. The instruments most commonly 
used, such as the cost-effectiveness analysis and quality of life questionnaires, vary from 
country to author and randomised clinical trials (RCTs) are very difficult to achieve. 
Another obstacle to sound evaluation is represented by the lack of medium- to long-term 
studies, one reason being that many projects have only been implemented in recent 
years. The issue additionally touches the delicate subject of valuing human health with 
economic terms. The basic questions of economic evaluations to start with are: 
• Is the service or programme worth doing compared with other things we could do 
with the same resources? 
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• Are we satisfied that the health care resources that are required to make the 
programme available to those who could benefit from it should be spent this way 
rather than some other way? 
 
As a basis for selecting the appropriate evaluation method, one has to use the design 
that fits best to the actual problem and gets the most out of the data considering the time 
and money constraint. Following this principle, one often has to satisfy oneself with sub-
optimal solutions. Still this should not be heralded as an excuse for confining economic 
evaluation to the simplest available methods. 
Following this string of arguments, the question arose of how to advocate RCTs in 
integrated care or whether such trials were actually desirable considering the many 
obstacles (e.g. concerning randomisation, resources, complexity). The potential of a 
variety of randomised designs (parallel group design, cluster randomised trials, 
preference based trials) has not been exhausted in the field of integrated care. In order 
to overcome some of these issues the following propositions for future investigation were 
made: 
• Learn from Public Health scientists who have already performed numerous 
successful RCTs under similar restraints. 
• Research on why RCTs are so difficult to accomplish and deduce possible 
solutions. 
• Identify and analyse successful RCTs in Integrated Care and apply those 
experiences to other areas. 
• Assess the possible necessity of developing specific levels of evidence for 
Integrated Care to overcome some of the evaluation and measurement 
obstacles. 
5.3.2 Quality and Integrated Care 
Quality is in itself a challenge, being a very perceptive concept and leaving ample room 
for dispute. Its definition is by no means static and depends heavily on the background of 
the persons and institutions applying it. As it is also a prerequisite for “good 
management”, quality and its measurement have found themselves in the limelight of 
most institutions – but not necessarily contributing to a qualitative output. As quality is 
often regarded as self-explanatory and self-evident, this disregard can produce quite 
unsatisfactory outcomes. Still, it is key to integrated care and therefore needs further 
delineation. The discussion on quality in integrated care revolved around three core 
topics:  
  56
• the perspectives of quality. 
• the informed patient. 
• the measurement of quality. 
 
Undoubtedly, there are many influences on what one labels quality or not, including the 
cultural and professional backgrounds of the discussants. Also, there can be different 
levels of quality identified. Notwithstanding, quality itself should be viewed as a neutral 
concept – the quality itself doesn’t change, it’s the perception that differs. This fact also 
explains why service quality does not necessarily equal service satisfaction in the clients. 
[Berchtold 2008] 
 
During the workshop it became apparent that we only have incomplete knowledge of the 
cause and effects of integrated care, which makes it difficult to pinpoint what actually 
creates integrated care. This leaves us with only a vague concept of quality in integrated 
care and no coherent definition of what good quality is. It has even been suggested that 
integrated care causes a “Hawthorne effect” [Landsberger 1958], meaning that an 
improvement in inputs and outcomes is due to the fact that we are focusing our attention 
on the situation rather than on integrated care itself. We should also not underestimate 
the “added value created”, blinding ourselves with the conviction that integrated care is 
the philosopher’s stone for health systems. 
 
Quality in a health system and henceforth, in integrated care, is intertwined with 
continuity of care and with the patients’ view on the system. It is therefore imperative to 
include their views in any future efforts to improve quality in service delivery. 
Consequently, this would also stipulate an informed patient since the level of information 
will also be a determinant of quality perception. The patient’s perspective additionally 
opens up a broader picture since it is closely related to the caregiver’s, and henceforth 
demands recognition of their needs as well. Quality of life (QoL) and quality of care 
aspects are not to be forgotten. 
 
A more concise idea of quality is also needed to improve quality measurement in 
integrated care. Here, the questions and comments centred on how to capture the 
different levels and perceptions of quality in existing indicators and whether there is a 
need for integrated care-specific indicators. 
In conclusion, integrated care was agreed to be a long-term engagement, which 
demands for special requirements not necessarily inherent in health professionals. It is a 
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strategy to be managed. To raise awareness and levels of quality the following 
suggestions were formulated for further inquiry: 
• Education plays a key role for quality, not only in patients but especially in health 
professionals which calls for a formal framework for integrated care. 
• Quality is still a very lucid topic and further research is needed on the correlation 
between “abstract” quality and quality perceptions. 
• The cause and effects of integrated care have to be explored more rigorously in 
order to be able to define good quality service delivery. 
5.4 Healthy Environs – Governing and Managerial Prerequisites 
for Integrated Care 
The aim was to identify the prerequisites for successful integrated care, to pin down the 
medical and structural frameworks which foster integrated care and which precautions 
have to be taken when implementing business management tools into the health sector. 
Or, can we manage an integrated care project like any other? Cooperation, teamwork 
and trust evidently play a key role. For this matter, Ingrid Mur-Veeman formulated the 
following introductory questions: 
• How to create a network focused perspective to realise integrated care? 
• Is chain supervision and chain accountability feasible? 
• How to arrive at joint funding arrangements? 
• How to consolidate the position of chain management? 
• What are the tools for shared service provision? 
 
Along these lines the recurrent statement was that there already exists a wide range of 
evidence and literature on relevant subjects concerning management of networks, 
organisations and systems (compare Chapters 2 and 3), if not always specifically for the 
health system. We should by no means disregard the abundance of research already 
undertaken and rather evaluate what we can adapt for integrated care. From there 
follows the analysis of those topics genuinely new or unexplored. As to who would be 
most appropriate for this task, suggestions included the WHO, universities and national 
reference centres. 
 
The how was also answered, namely in a combination of action and desk research, 
underlining that learning by doing and learning by listening should play a pivotal role in 
the process. Consequently, the role and achievement of innovation within research and 
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the health system was discussed and accentuated. The conviction was expressed that 
there is a lack of innovation in the system. So, to counter the persisting attitude that, 
„[t]he new is quite usually synonymous with the unreasonable, the dangerous, the 
impossible“ [Kallen 1973] an awareness and atmosphere promoting innovation and an 
education towards achieving it will have to be created among health professionals and 
administrators. Innovation is not the same as invention, innovation is about newness 
which can mean taking an idea from one context and applying it within a different 
context. [Osborne 1998] Innovation in integrated care at a local level will therefore relate 
to translating lessons learned elsewhere into this context. 
 
So, in the future it is imperative that we start to investigate what kinds of outcomes 
different forms of integrated care can produce, for which groups of service users, and 
importantly, what kinds of support mechanisms need to be in place for the staff working 
within these systems and the types of leadership and management behaviours which will 
be prioritised in these contexts. This evidence case is crucial and it will involve 
consolidating the extant literature and searching for mechanisms and the contexts within 
which these are enabled. At a local level the task will be to translate these mechanisms 
into specific contexts. 
 
To summarise, the following factors one has to take into account when developing 
integrated care as the ten commandments for integrated care:  
 
1. Beware of the ‘not invented by me’-syndrome. Bring the different actors together when 
making decisions on the development of integrated care 
2. But: Don’t invite everybody to the party. Only involve those actors that need to be 
involved. 
3. Make sure you combine top-down processes with bottom-up processes. 
4. Never loose sight of other diseases than the one your focusing on. 
5. Share your knowledge in order to share care. Knowing what the other does is integration 
in itself. 
6. Don’t use generic models. They are not specific enough for your context. 
7. Choose your leader wisely. Good leadership is the cornerstone of integration. Find the 
leader with the right competencies. 
8. Make everybody accountable for the quality and costs and pool your budgets. Integrated 
care is about shared responsibility.  
9. Develop a good communication strategy to implement and diffuse your innovation. 
10. ‘Threaten’ and ‘intimidate’ your people. Make them feel the necessity, the sense of 
urgency. 
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5.5 Research Questions Arising from the Workshop 
Summarising the questions, outcomes and findings of the workshop, this was taken as a 
basis to formulate the tasks and questions for the future: which are the most pressing 
research questions? Which projects could arise from these? How will we work together 
in the future? And which are the trends in integrated care? 
 
Conceptual work: 
• There is common agreement, that there is an urgent need for a unified and 
universal definition and typology of integrated care. This shall be achieved by 
synthesising the three to four most commonly cited definitions into one. 
• Furthermore it will be necessary to specify the USP of integrated care and to 
explain what big difference integrated care makes. Here, it will also be an issue to 
clarify on side effects of integrated care and what the implementation means for 
every actor involved. 
• For that matter, we will have to make an effort in building a comprehensive and 
coherent evidence base, which is available to all. 
 
Methodology and Quality: 
• A focus should be laid on study designs and their implications as well as the 
questions what trials are needed for which kind of integrated care. 
• The issue of randomised controlled studies, how they are achieved and what 
alternatives there are is another major issue for the future. 
• It is also suggested to create an encyclopaedia for integrated care. 
• Transparency and quality are a hot topic for further research, suggesting the 
need of a cross-country study and further research into rankings and quality 
indicators. 
• Quality indicators will subsequently need a weighting system, which should be 
developed for integrated care in the process of defining the aspects and quality 
indicators. Here, the patient perspective and henceforth his involvement must be 
taken into account. 
• Translate evidence to local needs will be another important task for the future. 
 
Training and Cooperation: 
• In order to profit from each other’s experiences and knowledge, it will be 
necessary to strengthen international exchange on all levels and connect via the 
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INIC. In order to achieve this target and foment further development and 
research, national platforms or networks of integrated care could be established. 
• Key issue will be to be more open and apprehensive towards useful inputs and 
research from other sectors, such as coordination, leadership or management. 
• Much needed vocational training for professionals and academic training for 
young researchers should be provided via international training courses, summer 
schools, mentorship and, ultimately, the creation of a “Training Centre for 
Integrated Care”. 
• The future training of health professionals will also have to foster an innovational 
attitude and improve learning strategies. 
 
Working groups and Publications: 
• The workshop agreed that one important way forward is to increase publications 
on the issues afore-mentioned and to initiate international working groups. 
5.6 Discussion 
The interdisciplinarity of integrated care forms a vital part of the concept. With a topic at 
the same time as private and as public as health, it is important to include all partners in 
order to improve the system, satisfying health personnel, politicians, local authorities and 
patients alike. Integrated care has its theoretical foundations in social, economic and 
medical sciences, drawing input from fields of research as contrary as organisational 
theory, medical engineering and health economics. The interdisciplinarity is also 
represented in practice: an integrated care network may connect doctors, care 
professionals, physiotherapists, nutritionists, psychotherapists and pharmacists alike, all 
working together to improve health service delivery for the patient. Working in a 
multifaceted environment as this, whether as researcher or practitioner (in integrated 
care one often is both), offers inspiration as well as frustration. Competencies such as 
flexibility, team spirit and communication skills are key to success in integrated care. 
Admittedly, most research so far has been conducted by scientists and professionals, 
focusing on their respective alleys of specialisation. The challenge now is to foster 
among integrated care proponents to risk a look over the fence and take on the task of 
formulating cross-sector research projects  - the only way to fathom the complexities and 
particularities of the field. 
 
Throughout the workshop we heard a lot about how integrated care is difficult – difficult 
to do, difficult to evaluate, difficult to establish an evidence base. To paraphrase and 
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adapt a phrase from mental health reformer and academic Peter Beresford (2007), “this 
isn’t rocket science. It’s much more complex and important than that.” [Dickinson 2008] 
Integrated care is not about assembling a number of components and waiting for a 
specific set of impacts to arise, it is a much more complex set of processes which are 
influenced and interpreted by a range of different stakeholders. However, for all these 
difficulties there is a real danger in setting integrated care too far apart from other fields 
of study. Whilst there are a specific set of challenges which integrated care faces, much 
can be learnt not just from other national and international settings, but also from other 
sectors. Co-ordination is a challenge in all industries to some extent. Health and social 
care are different in some respects, but we will do the field a disservice if we do not draw 
on the vast amount of evidence that is already out there. [Goodwin et al. 2006] 
5.7 Paving the Way for a Matured Integrated Care 
It is high time for the field of integrated care to grow out of its baby shoes and become 
an established field of research. For this to happen, we will not come around establishing 
a common body of knowledge including definition, framework and evaluation standards. 
Integrated care needs to be a means to an end and not an end in itself. This 
consolidation process will strengthen the concept and point the direction to future trends. 
The workshop has also shown that a tighter and more structured networking and 
collaboration across research fields and countries will be needed in order to achieve this 
goal and build a common framework for integrated care, flexible and adaptable enough 
to meet local needs while at the same time allowing for a congruent evidence base and 
improved evaluation and quality outcomes. 
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6 IN SEARCH FOR THE CAUSE OF INTEGRATED CARE 
“Elementary, my dear Watson!” 
(Sherlock Holmes) 
The workshop results gave a good idea of the pressing research topics for the further 
development of integrated care. This was used as a basis to identify the research 
questions for this thesis and to formulate the hypotheses to be answered. 
6.1 Why Integrated Care? 
“In order to continue providing affordable, quality healthcare, 
governments have no choice but to restructure the health system 
in ways that enhance efficiency and reduce fragmentation, and 
integration is a principal driver of reform.” 
(Health Care Quarterly Special Issue 2009) 
 
Integrated care is not about assembling a number of components and waiting for a 
specific set of impacts to arise, it is a much more complex set of processes which are 
influenced and interpreted by a range of different stakeholders. The principle of 
integrated care is to “provide the right services, at the right time, to the right people at the 
right place” [Kodner/Spreeuwenberg 2002]. The tricky question remains who defines and 
who evaluates what is right in this context. 
 
Armitage et al. (2009) state that “[U]nderstanding what is being integrated and for what 
purpose is necessary in order to identify and implement appropriate models, processes, 
strategies and structures within the context of population needs.“ Following this 
argument, the research question of this thesis is to analyse the process leading up to the 
decision of initiating an integrated care project or programme. In answering the 
questions of why integrated care is being implemented and what led to the decision for 
integrated care, it will highlight underlying mechanisms and decision making processes 
of integrated care. 
6.1.1 The Scientific Approach 
Integrated care is still a research field in the making and the lack of a common 
understanding hampers many research efforts. In order to find answers to the research 
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question a multi-modal approach was chosen where every scientific method represented 
a specific phase in the research: 
• A participative design workshop defined the status quo, common grounds, future 
challenges to set the frame for the further research. (Chapter 5) 
• A literature review on decision making in health care and on evaluation and 
outcome measurement for health yielded the analytical framework for the 
research question. (Chapters 2 – 4) 
• An expert questionnaire targeted integrated care managers and initiators with 
items developed from the results of the literature review. (Chapter 6) 
• The statistical and qualitative analyses of the responses lead to conclusions on 
the research question and hypotheses formulated. (Chapters 6 and 7) 
6.1.2  Theories and Hypotheses 
It is a standing expression in integrated care and health systems literature that the 
demographic change (i.e. the “ageing societies”), the high costs of service provision and 
the growing number of chronic and multi-morbid patients are reasons enough to demand 
new models of care and health care reforms. It is further assumed that integrated care 
provides all the answers to these problems: with its focus on a comprehensive and 
interdisciplinary patient management, optimised information, communication and 
management processes and a cost-effective and high quality service delivery it is 
supposedly providing better care for less resource utilisation. Hence, the main players 
and initiators of integrated care projects are health insurance funds, health maintenance 
organisations, health departments on all levels of public administration and professional 
organisations, especially primary care providers. It stands to reason that this wide array 
of integrated care propagators and decision makers have their own and maybe differing 
reasons why to start and invest in such an endeavour. 
 
This thesis aimed at clarifying the more specified aims and expectations of integrated 
care initiators and managers. The hypotheses behind this task were: 
 
1. Even though integrated care projects and programmes are implemented in very 
different settings and health systems one can find the same main actors 
everywhere. They share similar goals and principles, which are universal and not 
unique to one specific country or system. Hence, it is likely that the type of actor, 
i.e. health insurance, is more influential on the decision making process than the 
health system and surrounding setting. In other words, it is here stipulated that a 
health insurer in the Netherlands will have similar priorities for integrated care as 
  64
a health insurer in Singapore and hence will choose similar integrated care 
approaches. 
2. On the other hand side, system administrators can strongly incentivise or 
discourage innovation and cooperation within the health and social care 
dominions, i.e. by passing laws or (re)organising the financing system. It is 
suggested that integrated care is implemented more widely in countries where 
stakeholders receive targeted incentives and fragmentation within the system is 
less pronounced. 
3. The introduction of a formalised performance measurement plays no role in the 
decision making process. 
 
These hypotheses were tested with an expert questionnaire, which comprised open and 
closed questions as well as a list of criteria often used to describe the fields of health and 
social care. The items on this list were to be rated according to their importance for the 
initiation and planning of the integrated care project/programme in question. The final 
outcome drew a picture of the most important influencing factors and priorities of 
decision makers in integrated care. These results provided the answers to the research 
question of what causes decision makers to engage in an integrated care project and 
which priorities lie beneath this decision. 
6.2 Conceptualising the Development Process 
“…why is there any organisation?” 
(Coase, cited in Kieser 2002) 
 
As outlined, the aim of the thesis was to identify decision making processes and 
priorities set by the decision makers in order to find the cause(s) for the implementation 
of integrated care. This approach was formalised by the ‘Pyramid of Integrated Care 
Competences’ [Stein/Rieder 2007 in Eger et al. 2009] which was based on Miller’s 
Pyramid of Clinical Competences [Miller 1990]. Each level of the pyramid represents a 
specific stage in the process, enhancing the knowledge and comprehension of the 
current situation, influences and demands, which ought to be considered during the 
analysis. It is a continuous and flexible model incorporating the basic principles of project 
management. [Pinto 2007, Kerzner 2006] The ‘Pyramid of Integrated Care 
Competences’ illustrated the step-by-step approach to building knowledge and 
competences on relevant aspects of the health and social system. This process enables 
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one to base decisions of integrated care activities on as much evidence as available. 
Furthermore, it facilitates the pre-, peri- and post-evaluation process by defining clear 
indicators and criteria. [Eger et al. 2009] 
 
Figure 6.1. The ‘Pyramid of Integrated Care Competences’. 
 
Source: Eger et al. (2009). 
 
A literature review conducted on performance measurement in health formed the basis 
for the identification of relevant indicators and criteria in integrated care. The initial 
review was performed in 2008 as part of a project on the prioritisation of integrated care 
initiatives in Austria. [Eger et al. 2009] Based on the literature available for performance 
measurement in health (see Chapter 4) and the ‘BMC Matrix’ for the evaluation of 
German showcase integrated care projects [Amelung et al. 2006], relevant indicators for 
integrated care were identified and assorted to six dimensions of integrated care. 
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Figure 6.2. Dimensions relevant for integrated care implementation. 
 
Source: Eger et al. (2009). 
 
Economic and Legal Aspects: 
It is not the primary aim of integrated care to achieve cost reduction, but to enable a 
cost-efficient and cost-effective resource allocation. In this dimension, aspects such as 
the costs per case or medicinal costs were included as well as legal requirements. Often 
disregarded but of utmost importance is the consideration of ethical issues, as for 
example the topic of an advance directive or the restriction of services. 
 
Structural and Managerial Aspects: 
This dimension analysed the existing structures, identified interfaces and highlighted 
dysfunctional barriers in the system (e.g. concerning financing structures). It is a tool to 
describe the complexity of the service delivery and management as well as the most 
important actors and stakeholders. 
 
Political Aspects: 
The political environment formed the framework for the health system and hence 
integrated care. Thus, it is of utmost importance to consider health targets, targeted 
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programmes, national interests and the image of a disease or groups concerned for the 
analysis. 
 
Medical Aspects: 
In this dimension, medical and epidemiological indicators were summarised to analyse 
the burden of disease, the descriptors for the patient groups and which trends in 
treatment and service delivery can be expected for the future. This would also include an 
estimation of long term effects and re-hospitalisation rates. 
 
Social Aspects: 
An imminent aspect of (chronic) disease, frailty or disability is the impact on quality of 
life. Whether it is the diminished activity level of the patient and the caregiver(s) or the 
possible stigmatisation caused by the diagnosis – these issues have to be addressed 
within new service delivery concepts and therefore have to be surveyed. Additional 
relevant criteria include effects such as inability to work, isolation or need for assistance, 
as well as social background, gender and age. 
 
Integrated care related Aspects: 
Finally, the experiences already made in the field, nationally and internationally, should 
be taken into account. Also, the question of compliance of actors and the incentives for 
them to participate in an integrated care model were included in this aspect. 
 
As outlined in Chapter 2, health care is influenced by various societal, political, medical 
and economic interests, all of which should also be considered when designing new 
concepts and models of service delivery, such as integrated care. Along with the 
conclusions from the participatory design workshop, this concept formed the basis for 
the further exploration of integrated care decision making. 
6.3 Searching for the Cause of Integrated Care 
“The lack of specificity and clarity inherent in the definition of 
integrated care greatly hampers systematic understanding and 
successful, real-world application.” 
(Kodner 2009) 
 
  68
Having outlined the cornerstones of integrated care, it became ever more apparent that 
without knowing what causes integrated care, a further development, evaluation and 
consolidation would be difficult. In order to shed light on the dynamics and 
considerations behind the initiation of integrated care – and to explore whether there 
actually was active decision making for integrated care – an expert questionnaire was 
developed, based on the six dimensions of integrated care described in Figure 6.2 and 
further extended and refined through a literature review on performance measurement in 
health and the expert pre-test. 
The expert questionnaire was directed at integrated care managers and initiators to 
gather information from the decision makers themselves on an international scale (North 
America, Europe, Asia, Australia). By using a visual analogue scale (VAS) their attitudes 
and priorities towards different aspects of integrated care were to give insight into the 
influencing factors leading to a positive decision for integrated care. The six dimensions 
to which the items were allotted would only be used in the analysis of the survey data, 
they were not mentioned in the questionnaire itself to avoid bias. The analysis of the 
questionnaires’ outcomes were intended to reveal whether there are common 
denominators irrespective of country, initiator and target group or whether each and 
every integrated care project/programme has its own reasons for having come into 
existence. 
After the pre-test, which was conducted with integrated care experts from Europe and 
North America, two considerable changes were implemented: the visual analogue scale 
(VAS) was substituted with a 10-part Likert scale and items on the management and 
cooperation in the integrated care project/programme were included. The change to the 
Likert scale was a unanimous suggestion by the experts, since they all found it to be 
more widely known and therefore, to be more appropriate for the survey. 
 
The final list of items to be evaluated for their importance in the integrated care decision 
making process read as follows: 
 
Economic and Legal Aspects: 
• Direct and/or indirect health care costs and production losses (e.g. due to 
absenteeism)before the project/programme started 
• Unresolved legal aspects for patients care (i.e. shared responsibilities of care 
providers) 
• Previous financing system and forms of payment for service providers 
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Structural and Managerial Dimension: 
• Previous provision of health and social care services unsatisfactory 
• Sufficient trust among the members of the integrated care project 
• Dysfunctional system boundaries cause fragmentation 
• Complexity of management of disease/targeted population 
• Number of actors/interfaces involved in managing disease/targeted population 
• Establish clear agreements, communication and transparency of information 
structures 
• Prospective continuity in governance of the project/programme 
 
Political Dimension: 
• Priority setting/Policy goals of decision makers supported integrated care 
• Support of stakeholders (e.g. government, insurance, care providers) for 
integrated care 
• Focal points/Programmes of international institutions (e.g. EU, WHO) exist for 
integrated care 
• Focal points/Programmes of national institutions (e.g. government, insurance) 
exist for integrated care 
 
Medical Dimension: 
• Epidemiology of disease/targeted population (e.g. multi morbidity, high 
prevalence, etc.) 
• Low compliance rate for medical treatments and therapies of the patients 
concerned 
• Chronicity of disease/targeted population 
• High rate of “revolving door effects” (= frequent recurring visits to the hospital of a 
patient) in standard care 
• Innovation and change in medical treatments and therapies for disease/targeted 
population 
 
Social Dimension: 
• Image of disease/affected population played a role in decision making process 
• Previous quality of life of patients/targeted population 
• Long-term effects and consequences (e.g. ability to perform activities of daily 
living) 
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• Necessity of social services support for patients/targeted population 
• Heterogeneity of patients/targeted population (e.g. age range, level of disability) 
Integrated Care Dimension: 
• Existing successful integrated care models, to be used as “good practice” 
• Lack of job satisfaction of the health professionals involved in standard care 
• Incentives for actors to join the integrated care project/programme 
• Incentives for patients to join the integrated care project/programme 
• Estimated preparatory work for integrated care development was reasonable 
• Existing experience with integrated care development 
• Flexibility and adaptability of project/programme members is adequate 
• A clear and accepted project/programme structure 
• Lack of opportunities for outcome measurement 
• Sufficient body of evidence (e.g. evidence-based medicine, established 
standards for care) 
 
The questionnaire hence set out to test the hypotheses outlined in 6.1.2. The items 
described were to be rated according to their importance for the initiation and planning of 
the integrated care project/programme in question. The final outcome provided a picture 
of the most important influencing factors and priorities of decision makers in integrated 
care. These results then were used to answer to the research question of what causes 
decision makers to engage in an integrated care project and which priorities lay beneath 
this decision. 
6.4 The Survey 
“Coordination, motivation, transparency.” 
(Key success factors from a questionnaire) 
 
The questionnaire was distributed between March and April 2010, with 2 reminder mails 
sent out. The addressees were identified through the participants list of INIC09 (n=113), 
the managers of the showcase projects in Germany [Weatherly et al. 2007] and further 
contacts from conferences (n=34) and a systematic literature review in PubMed using 
the MESH terms “integrated care”, “ programs”, “projects”, “International Journal of 
Integrated Care”. In the PubMed search, only articles published between 2005 and 
March 2010 were considered. The search resulted in 1864 hits. These articles were 
  71
supplemented by those published in the International Journal of Integrated Care (IJIC) 
between 2000 and 2004. 
After eliminating articles, which had not been authored by project managers, where 
contact details were missing or had already been identified in earlier articles and which 
did not have an English or German abstract available, 215 contacts remained. Adding 
the contacts of the INIC09 and the contacts from the German network, a total of 362 
contacts were identified and contacted via email, of which 13,26% came back with a 
failure notification. On the other hand, 51 additional contacts were established through 
forwarding of the questionnaire by primary contacts. This resulted in a total of 365 
successful contacts. 
 
The questionnaire was made available in English and German, either via a link to an 
online version on www.surveymonkey.org or as a pdf file, which was attached to the 
email (see the Appendix for a sample questionnaire in both languages). The responses 
could be submitted online, via email, fax or post. The addressees were asked to fill in the 
questionnaire or forward it to the adequate person, if they felt they were the wrong 
recipient. The aim was to reach integrated care managers, project managers and 
initiators of integrated care. Overall, 65 people responded to the emails corresponding 
with a response rate of 17,81%, 17 of which notified the author that they were unable to 
answer the questionnaire because they were not involved in integrated care any longer, 
they were researchers who did not actually work in integrated care or they did not have 
the time. This left 48 questionnaires for further evaluation. 
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Figure 6.3. Elimination process for contacts. 
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Source: Own presentation. 
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6.5 Quantitative Analysis 
“Establishing target goals for numbers of patients as well as 
outcome measures.” 
(Key success factors from a questionnaire) 
 
The quantitative analysis was conducted with SPSS. Descriptive statistics, factor 
analyses and correlation analyses were applied. 
6.5.1 Describing the Data Set 
6.5.1.1 Geographic distribution 
The geographic distribution was diverse, with the majority coming from Europe. Of the 
48 respondents 25% came from Germany, 20,8% from the Netherlands, 12,5% from the 
USA and 10,4% from Canada. The international range of the survey is demonstrated by 
respondents from 13 different countries and three continents and is featured in Figure 
6.4. 
 
Figure 6.4. Geographic distribution of the survey. 
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Source: Own compilation. 
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6.5.1.2 Initiators and owners of integrated care 
The initiators, owners and financing bodies of the integrated care projects and 
programmes represented all possible actors and combinations, with health insurances, 
public administration, hospitals and physician networks as well as research-based 
organisations and initiatives of local communities, associations and individuals. 
Answering the self-reported questions on who was the initiator and owner of the 
integrated care project or programme, the diversity of the subject matter was revealed. 
 
Table 6.1. Initiators and owners of integrated care projects and programmes. 
Initiator  Owner  
Health Insurance 7 Health Insurance 4 
Public Admin 9 Public Admin 12 
Physician Networks 4 Physician Networks 4 
Hospitals 6 Hospitals 6 
Individual 4 Individual 1 
Research institution / Uni 3 Research institution / Uni 5 
Management Organisation 1 Management Organisation 2 
Care Provider 2 Care Provider 3 
Local Initiative 4 Local Initiative 2 
Associations 6 Associations 4 
Mixed 2 Mixed 4 
 
Source: Own compilation. 
 
For further analysis of these initiators and owners, they were summarised into five 
categories: health insurance, public administration, service providers (including physician 
networks, hospitals and care providers) and research and initiatives (including research 
institutions and universities, management organisations, individual and local initiatives 
and professional associations). These categories were also used for further correlation 
analyses. 
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Figure 6.5 Initiators of integrated care projects and programmes. 
Health Insurance 
15%
Public 
Administration
19%
Service Provider
25%
Research & 
Initiatives
37%
Mixed
4%
 
Source: Own compilation. 
6.5.1.3 Funding sources of integrated care 
Funding came primarily from public administration or a mix of sources, such as the 
owners of the projects and programmes together with public funding and possibly co-
payments from patients or the research institution involved. Another source of funding, 
especially for the kick-off phase, were grants and financial incentives. 
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Figure 6.6. Sources of funding for integrated care. 
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Source: Own compilation. 
6.5.1.4 Scope and scale of integrated care 
The scope of the projects and programmes was very equally distributed, with 21 (43,8%) 
following an indication-based approach, 20 (41,7%) using a population-based concept 
and 8 (16,7%) featuring a combination of both. While the indication-based projects were 
disease management programmes for asthma, diabetes mellitus type I and II, COPD, 
cancer or depression, the population-based target groups were either identified via the 
region or the age group they belonged to (paediatrics or older people above the age of 
65). It is noteworthy, that some of the conditions were tackled in both ways, such as 
palliative care, dementia, depression and cancer. Of those indicating a mixed form, the 
specifications suggest that indication-based approaches were the starting point and 
developed into regional programmes or that disease management programmes were 
actually only made available to a specific group, such as residents of a district or patients 
with additional private insurance. 
 
Table 6.2. Chronic disease or target population managed with integrated care. 
Disease/Target 
group 
Indication-
based Initiatives
Population-
based Initiatives
Mixed/other 
form of Initiative 
Asthma 1   
Diabetes Type I and II 2   
Multiple* 5  4 
Palliative Care 1 1  
Alzheimer’s 
disease/Dementia 
1 1  
Cancer 1 1  
Stroke 2   
Depression 1 1  
Fibromyalgia 1   
Fall prevention 1   
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STEMI** 1   
General population  6  
Age-related 
population 
 2 2 
Long-term care  1  
Schizophrenia  1  
Low back pain  1  
Without specification 4 1 2 
Sum total 21 20 8 
* Multiple means that the project or programme runs parallel initiatives for more than one 
indication or target group, i.e. disease management programmes for Diabetes, Depression, 
Asthma/COPD, etc. 
** STEMI = ST-elevation myocardial infarction 
 
The scale of the projects and programmes was also evenly distributed, with 15 (31,3%) 
operating on a local level, 22 (45,8%) on a regional level and 17 (35,4%) on a national 
level. The fact that some projects and programmes act on multiple levels explains the 
excess sum total of 54 instead of 48. 
 
Figure 6.7. Scale of integrated care projects and programmes. 
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Source: Own compilation. 
 
The timeframe and duration of the integrated care projects and programmes reflected 
the history of the concept, with the oldest programme dating from 1997 and the newest 
only having started in 2009, and, with the exception of 2000, integrated care initiatives 
were started in every year within this period. There was a clear dominance of initiatives 
with project character, since 58,3% had a planned duration of 5 years. Only 6,3% of 
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these projects had already ended, which left 31,3% of the initiatives being permanent 
programmes. 
 
Table 6.3. Starting points of integrated care initiatives. 
Year of initiation 
Number of 
projects/programmes 
started 
1997 1 
1998 2 
1999 4 
2001 4 
2002 5 
2003 2 
2004 4 
2005 3 
2006 6 
2007 4 
Source: Own compilation. 
 
Figure 6.8. Time horizon of integrated care. 
 
Source: Own compilation. 
 
When asked whether the initiative was part of a larger scale reorganisation or reform 
process, 50% answered ‘no’. Of those affirming the question, 27,1% indicated a larger 
health care reform as reason for the integrated care initiative, while 14,6% stated a 
reorganisation process in the institution or the community as the kick-off event. 
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Figure 6.9. Reasons for integrated care initiative. 
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Source: Own compilation. 
 
6.5.2 Items analysis 
The statistical analysis of the 34 items identified in the six dimensions was conducted 
with SPSS using mean values, frequency and correlation analysis with Pearson 
coefficient. An initial factor analysis identified 10 underlying components, but their 
degree of variance explanation was limited and so the analysis was not taken further. 
6.5.2.1 Most and least important items 
First, the mean value of all 34 items was calculated and the most and least important 
items were identified. On the scale from 1 (not important at all) to 10 (highly important), 
the highest score was obtained by the item “Priority setting/Policy goals of decision 
makers supported integrated care” with a mean value of 8,21 (SD 1,719) and the lowest 
was “Focal points/Programmes of international institutions (e.g. EU, WHO) exist for 
integrated care” with a mean value of 3,67 (SD 2,550). 
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Table 6.4. Five most and least important items for the initiation of integrated care. 
Item Mean SD 
1. Priority setting/Policy goals of decision makers supported integrated 
care 
8,21 1,719
2. Support of stakeholders (e.g. government, insurance, care providers) 
for integrated care 
7,86 2,171
3. Dysfunctional system boundaries cause fragmentation 7,79 2,349
4. A clear and accepted project/programme structure 7,78 2,564
5. Complexity of management of disease/targeted population 7,73 2,071
30. Incentives for patients to join the integrated care project/programme 4,98 3,073
31. Lack of job satisfaction of the health professionals involved in 
standard care 
4,81 2,748
32. Heterogeneity of patients/targeted population (e.g. age range, level of 
disability) 
4,62 2,683
33. Unresolved legal aspects for patients care (i.e. shared responsibilities 
of care providers) 
4,39 2,586
34. Focal points/Programmes of international institutions (e.g. EU, WHO) 
exist for integrated care 
3,67 2,550
Source: Own compilation. 
 
For further comparison, the items were again clustered into the six dimensions and 
compared according to their mean values of importance (on a scale from 1 to 10 
according to Likert). 
 
Figure 6.10. The mean importance of items in the Economic and Legal Dimension. 
 
Source: Own compilation. 
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B1. Direct and/or indirect health care costs and production losses (e.g. due to absenteeism) before the 
project/programme started 
B11. Unresolved legal aspects for patients care (i.e. shared responsibilities of care providers) 
B24. Previous financing system and forms of payment for service providers 
 
The dimension on economic and legal aspects set out to capture the value health care 
decision makers place on the implications of disease on the productivity of the 
workforce, on the perceived barriers created by dysfunctional financing systems as well 
as legal questions concerning care provision. As mentioned above, the unresolved legal 
aspects seem to have little influence on the integrated care decision making process, 
scoring below 5 on average. The financing and reimbursement structure of the health 
system as well as the impact of disease on the overall economy are equally important, 
being rated at 6,1. 
 
Figure 6.11. The mean importance of items in the Structural and Managerial Dimension. 
 
Source: Own compilation. 
 
B7. Previous provision of health and social care services unsatisfactory 
B8. Sufficient trust among the members of the integrated care project 
B10. Dysfunctional system boundaries cause fragmentation 
B19. Complexity of management of disease/targeted population 
B23. Number of actors/interfaces involved in managing disease/targeted population 
B33. Establish clear agreements, communication and transparency of information structures 
B34. Prospective continuity in governance of the project/programme 
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Structural and managerial aspects reflected in this dimension were identified as 
pertaining either to the management of the disease or target group itself or to the 
expected improvements in organisational structure brought about by the integrated care 
model. B10 and B19 were rated the highest in this dimension reflecting the desire of the 
decision makers to overcome system fragmentation and better coordinate highly 
complex patient groups. The high scores of B8 and B33 further highlight the importance 
of improving the personal and social interaction level when considering integrated care. 
 
Figure 6.12. The mean importance of items in the Political Dimension. 
 
Source: Own compilation. 
 
B2. Priority setting/Policy goals of decision makers supported integrated care 
B18. Support of stakeholders (e.g. government, insurance, care providers) for integrated care 
B21. Focal points/Programmes of international institutions (e.g. EU, WHO) exist for integrated care 
B22. Focal points/Programmes of national institutions (e.g. government, insurance) exist for integrated care 
 
Interestingly enough, the political dimension featured the highest and the lowest ranking 
items of the set, with B2 and B21. While the former underscores the considerable impact 
political promotion has on decision making for integrated care, the latter reveals the 
predominance of national thinking in health. Even though the WHO and the EU have 
been avid supporters of integrated care and have dedicated a number of publications 
and working papers to the subject, they do not seem to reach the national decision 
making level. 
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Figure 6.13. The mean importance of items in the Medical Dimension. 
 
Source: Own compilation. 
 
B5. Epidemiology of disease/targeted population (e.g. multi morbidity, high prevalence, etc.) 
B6. Low compliance rate for medical treatments and therapies of the patients concerned 
B16. Chronicity of disease/targeted population 
B17. High rate of “revolving door effects” (= frequent recurring visits to the hospital of a patient) in standard 
care 
B28. Innovation and change in medical treatments and therapies for disease/targeted population 
 
The medical dimension reflects the epidemiological and technological advancements 
and trends as well as the current situation of patient behaviour. Epidemiology plays a 
key role in integrated care decision making, as does the chronicity of the patient group, 
while patient compliance scores quite low in comparison. 
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Figure 6.14. The mean importance of items in the Social Dimension. 
 
Source: Own compilation. 
 
B9. Image of disease/affected population played a role in decision making process 
B25. Previous quality of life of patients/targeted population 
B29. Long-term effects and consequences (e.g. ability to perform activities of daily living) 
B30. Necessity of social services support for patients/targeted population 
B31. Heterogeneity of patients/targeted population (e.g. age range, level of disability) 
 
Social aspects of disease cover a wide range of repercussions impacting on the ability to 
perform, the quality of life and the long term effects of the impairment. It is good to see 
that these aspects do come into consideration when planning integrated care, especially 
the long-term effects on activities of daily living are rated important. It is noteworthy that 
the heterogeneity of the patients/targeted population did not have much influence on the 
decision making process, whether that is because heterogeneity is generally not that 
high or decision makers just do not expect it to be a problem would be interesting to find 
out. 
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Figure 6.15. The mean importance of items in the Integrated Care Dimension. 
 
Source: Own compilation. 
 
B3. Existing successful integrated care models, to be used as “good practice” 
B4. Lack of job satisfaction of the health professionals involved in standard care 
B12. Incentives for actors to join the integrated care project/programme 
B13. Incentives for patients to join the integrated care project/programme 
B14. Estimated preparatory work for integrated care development was reasonable 
B15. Existing experience with integrated care development 
B20. Flexibility and adaptability of project/programme members is adequate 
B26. A clear and accepted project/programme structure 
B27. Lack of opportunities for outcome measurement 
B32. Sufficient body of evidence (e.g. evidence-based medicine, established standards for care) 
 
The integrated care dimension tried to represent the experience made with integrated 
care so far as well as the expectations set into the concept by the decision makers. This 
revealed a highly heterogeneous picture of influencing factors.  
 
Overall, one can say that the political support for integrated care from the governmental 
and managerial levels play the most important part in the decision making process, 
followed by structural and managerial potentials envisaged in integrated care. The 
analysis brought to light that the patient perspective is only considered important in 
passive terms, having to do with the long-term effects of disease, rather than as an 
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active participant, when it comes to compliance or incentives to join an integrated care 
model. 
6.5.2.2 Important items for initiators of integrated care 
As described in 6.5.1.2, the question about who the initiators and owners of integrated 
care were, revealed a list of ten different categories. For further analysis, the list was 
condensed to represent the main stakeholders in integrated care. The categories ‘health 
insurance’ and ‘public administration’ were left unchanged, hospitals, physician networks 
and care providers were grouped into ‘service providers’ and individual and local 
initiatives, research institution/university, association and management organisation 
were grouped into the category ‘research & initiatives’. This codification allowed for the 
analysis of trends or preferences among different integrated care initiators. For an 
iterative analysis with the owners and financing bodies as further layers, the case 
numbers were too small to yield representative results. 
 
Interesting differences among groups of initiators were found concerning the costs 
incurred, the image of the disease or targeted population, the possibility of outcome 
measurement, the existing evidence base for integrated care and the necessity of social 
services for the provision of adequate care to the patients. While direct and/or indirect 
costs before the introduction of integrated care were most important to health insurers 
(mean value 8,00, SD 2,45), the image of the disease or target group (mean value 7,88; 
SD 2,53) and the necessity of social service support (8,56; SD 1,13) were most relevant 
for public administration projects and programmes. Service providers attributed high 
value on structural and organisational items, such as a sufficient evidence base (8,00; 
SD 1,54), the lack of outcomes measurement (7,25; SD 2,01) or the financing system 
and forms of payment for service providers (7,55; SD 2,42). None of the initiating groups, 
however, valued patient incentives to join the integrated care project/programme higher 
than 5,56 (SD 3,28). Of even less relevance was the issue of low job satisfaction of 
health professionals with an average mean value of 4,81 (SD 2,75). 
6.5.2.3 Importance of items when considering scale 
The respondents could choose from a list of three options: indication-based, population-
based or mixed/other and were asked to specify the selection criteria. Differences were 
less pronounced than when gearing towards the initiators but some characteristic 
preferences emerged nevertheless. 
For integrated care programmes with mixed scale the most pressing issue was the high 
rate of revolving door effects in standard care (mean value 8,50; 1,93), while population-
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based programmes highlighted the importance of stakeholder support (8,60; SD 1,80) 
and indication-based approaches ranked the direct and indirect costs the highest among 
the three forms (7,30; SD 2,32). They were also the one’s most concerned about the 
previous quality of life of the patients (7,11; SD 2,33 compared to 6,65; SD 2,56 and 
4,88; SD 1,45 respectively). While the ‘establishment of clear agreements, 
communication and transparency of information structures’ received unanimously high 
values, it was surprising to find that the mixed scale programmes rated ‘flexibility and 
adaptability of members’ only with 5,38 (SD 1,60). 
6.5.2.4 Important items according to the scope of integrated care 
The scope was given as either being local, regional or national and respondents were 
furthermore asked, to specify the inclusion criteria. 
Two items in particular figured a trend of decreasing importance the bigger the scope 
was: flexibility and adaptability of project/programme members and the necessity of 
social services provision, while no items could be found with distinct reversed 
directionality.  
 
 ‘A clear and accepted project/programme structure’ (6,94; SD 3,15) and the estimated 
time for preparatory work for integrated care were least important to the national level 
(5,82; SD 2,90) when compared to the local (8,53; SD 1,25 and 7,00; SD 1,85) and 
regional level (8,20; SD 2,26 and 7,62; SD 1,40). The ratings of the other items 
corresponded well with the overall valuation depicted in Table 6.3 
6.6 Correlation with Pearson 
“To create a hassle-free healthcare system at the regional level.   
That healthcare is delivered as close to home as possible by the 
most competent healthcare provider who can do so at the lowest 
possible cost.” 
(Integrated care definition from a questionnaire) 
 
The interrelationships between the 34 items were analysed using the correlation 
technique with the Pearson coefficient. The relationships were analysed following the six 
dimensions of integrated care. The following description entails the statistically 
significant correlations, which were relevant to the research question, as a listing of all 
relations found statistically significant was deemed too broad. 
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6.6.1 Correlations with the Economic and Legal Dimension 
B1. Direct and/or indirect health care costs and production losses (e.g. due to absenteeism) before the 
project/programme started 
B11. Unresolved legal aspects for patients care (i.e. shared responsibilities of care providers) 
B24. Previous financing system and forms of payment for service providers 
 
The strongest correlation for ‘direct and/or indirect health care costs and production 
losses before the project/programme started’ (B1) was found with ‘incentives for patients’ 
(B13) (Pearson = 0,38; p = 0,01). Additional statistically significant values were featured 
with ‘national focal points’ (B22) (Pearson = 0,36; p = 0,01), ‘the number of actors 
involved in the management’ (B23) (Pearson = 0,298; p = 0,044) and the ‘ previous 
financing system and forms of payment for service providers’ (B24) (Pearson = 0,308; p 
= 0,037). ‘Unresolved legal aspects for patient care’ (B11) did not show any statistically 
significant correlations with any other items, whether on the 99% or the 95% significance 
level, while (B24) correlated strongly with ‘Quality of life’ (B25) (Pearson = 0,387; p = 
0,009), ‘innovation and change’ (B28) (Pearson = 0,410; p = 0,005) and ‘clear 
agreements’ (B33) (Pearson = 0,473; p = 0,001). 
6.6.2 Correlations with the Structural and Managerial Dimension 
B7. Previous provision of health and social care services unsatisfactory 
B8. Sufficient trust among the members of the integrated care project 
B10. Dysfunctional system boundaries cause fragmentation 
B19. Complexity of management of disease/targeted population 
B23. Number of actors/interfaces involved in managing disease/targeted population 
B33. Establish clear agreements, communication and transparency of information structures 
B34. Prospective continuity in governance of the project/programme 
 
‘Sufficient trust among the members of the integrated care project’ (B8) correlated well 
with most items from the social dimension such as ‘Quality of life’ (B25) (Pearson = 
0,488; p = 0,001) the ‘heterogeneity of patients’ (B 31) (Pearson = 0,375; p = 0,009) and 
the ‘necessity of social services’ (B30) (Pearson = 0,307; p = 0,038) as well as the 
integrated care dimension, including a highly significant correlation with the ‘estimated 
preparatory work’ (B14) (Pearson = 0,436; p = 0,002), the ‘flexibility of actors’ (B20) 
(Pearson = 0, 527; p = 0,000), ‘a clear structure’ (B26) (Pearson = 0,418; p = 0,004) and 
‘clear agreements’ (B33) (Pearson = 0,474; p = 0,001). Similar relationships were found 
for ‘Complexity of management of disease/targeted population’ (B19) and ‘Number of 
actors/interfaces involved in managing disease/targeted population’ (B23). Additionally, 
both items were correlated with ‘long-term effects’, B19 with a Pearson coefficient of 
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0,301 (p = 0,047) and B23 with a Pearson coefficient of 0,430 (p = 0,003). The only 
statistically significant correlation for the item ‘Dysfunctional system boundaries cause 
fragmentation’ (B10) was with ‘Incentives for actors’ (B12) (Pearson = 0,320; p = 0,30). 
6.6.3 Correlations with the Political Dimension 
B2. Priority setting/Policy goals of decision makers supported integrated care 
B18. Support of stakeholders (e.g. government, insurance, care providers) for integrated care 
B21. Focal points/Programmes of international institutions (e.g. EU, WHO) exist for integrated care 
B22. Focal points/Programmes of national institutions (e.g. government, insurance) exist for integrated care 
 
‘Priority setting/Policy goals of decision makers supported integrated care’ (B2) was 
identified as being the single most important item overall and demonstrated strong 
correlations with a number of items from various dimensions, most significantly with 
‘epidemiology’ (B5) (Pearson = 0,422; p = 0,003), ‘revolving door effect’ (B17) (Pearson 
= 0,501; p = 0,000), ‘Focal points/Programmes of national institutions (e.g. government, 
insurance) exist for integrated care’ (B22) (Pearson = 0,399; p = 0,006), ‘Previous 
financing system and forms of payment for service providers’ (B24) (Pearson = 0,426; p 
= 0,003) and ‘long term effects’ (B29) (Pearson = 0, 438; p = 0,002). 
The item ‘Support of stakeholders (e.g. government, insurance, care providers) for 
integrated care’ (B18) correlates with most items from B22 to B34, having the strongest 
association with ‘Previous financing system and forms of payment for service providers’ 
(B24) (Pearson = 0, 471; p = 0,005), ‘a clear structure’ (B26) (Pearson = 0,457; p = 
0,006), ‘Establish clear agreements, communication and transparency of information 
structures (B33) (Pearson = 0,611; p = 0,000) and ‘continuity of the project’ (B34) 
(Pearson = 0,503; p = 0,002). 
‘Focal points/Programmes of national institutions (e.g. government, insurance) exist for 
integrated care’ (B22) featured its strongest correlations with the ‘Number of 
actors/interfaces involved in managing disease/targeted population (B23) (Pearson = 
0,459; p = 0,002) and ‘long term effect’ (Pearson = 0,403; p = 0,006). 
6.6.4 Correlations with the Medical Dimension 
B5. Epidemiology of disease/targeted population (e.g. multi morbidity, high prevalence, etc.) 
B6. Low compliance rate for medical treatments and therapies of the patients concerned 
B16. Chronicity of disease/targeted population 
B17. High rate of “revolving door effects” (= frequent recurring visits to the hospital of a patient) in standard 
care 
B28. Innovation and change in medical treatments and therapies for disease/targeted population 
 
  90
‘Epidemiology of disease/targeted population (e.g. multi morbidity, high prevalence, etc.)’ 
(B5) shares strong ties with quite a few items from various dimensions including its own. 
Most notably it correlates with ‘Low compliance rate for medical treatments and 
therapies of the patients concerned’ (B6) (Pearson = 0,391; p = 0,008) and ‘Chronicity of 
disease/targeted population’ (B16) (Pearson = 0,460; p = 0,001) from the medical 
dimension, and ‘outcome measurement’ (B27) (Pearson = 0,445; p = 0,002), ‘long term 
effects’ (B29) (Pearson = 0,418; p = 0,004) and ‘evidence’ (B33) (Pearson = 0,501; p = 
0, 000) from the integrated care dimension. 
‘Low compliance rate for medical treatments and therapies of the patients concerned’ 
(B6) corresponds with ‘Quality of life’ (B25) (Pearson = 0,427; p = 0,003), ‘outcome 
measurement’ (B27) (Pearson = 0,466; p = 0,001) and ‘ Long term care’ (B29) (Pearson 
= 0,479; p = 0,001). 
6.6.5 Correlations with the Social Dimension 
B9. Image of disease/affected population played a role in decision making process 
B25. Previous quality of life of patients/targeted population 
B29. Long-term effects and consequences (e.g. ability to perform activities of daily living) 
B30. Necessity of social services support for patients/targeted population 
B31. Heterogeneity of patients/targeted population (e.g. age range, level of disability) 
 
The correlation between the item ‘Image of disease/affected population played a role in 
decision making process’ (B9) and ‘Focal points/Programmes of national institutions 
(e.g. government, insurance) exist for integrated care’ (B22) (Pearson = 0,388; p = 
0,008) as well as ‘Necessity of social services support for patients/targeted population’ 
(B30) (Pearson = 0, 406; p = 0,006) are both highly significant. Moreover, there exist 
weaker correlations with ‘Heterogeneity of patients/targeted population (e.g. age range, 
level of disability)’ (B31) (Pearson = 0,355; p = 0,016), ‘Incentives for patients to join the 
integrated care project/programme’ (B13) (Pearson = 0,312; p = 0,018) and ‘Complexity 
of management of disease/targeted population’ (B19) (Pearson = 0,351; p = 0,037). 
The ‘Previous quality of life of patients/targeted population’ (B25) is strongly associated 
with the ‘Innovation and change in medical treatments and therapies for disease/targeted 
population’ (B28) (Pearson = 0,476; p = 0,001), the ‘Sufficient body of evidence (e.g. 
evidence-based medicine, established standards for care)’ (B32) (Pearson = 0,409; p = 
0,005), ‘Establish clear agreements, communication and transparency of information 
structures’ (B33) (Pearson = 0,406; p = 0,005) and ‘Prospective continuity in governance 
of the project/programme’ (B34) (Pearson = 0,407; p = 0,006). 
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‘Long-term effects and consequences (e.g. ability to perform activities of daily living)’ 
(B29) is correlated at a 95%-significance level with the ‘Necessity of social services 
support for patients/targeted population (B30) (Pearson = 0,376; p = 0,011) and a 
‘Sufficient body of evidence (e.g. evidence-based medicine, established standards for 
care) (B32) (Pearson = 0,323; p = 0,028). Finally, both the ‘Necessity of social services 
support for patients/targeted population’ (B30) and the ‘Heterogeneity of 
patients/targeted population (e.g. age range, level of disability)’ (B31) only feature one 
statistically significant correlation, and that is with item (B33) ‘Establish clear 
agreements, communication and transparency of information structures’ at 0,336 (p = 
0,022) and 0,298 (p = 0,042) respectively. 
6.6.6 Correlations with the Integrated Care Dimension 
B3. Existing successful integrated care models, to be used as “good practice” 
B4. Lack of job satisfaction of the health professionals involved in standard care 
B12. Incentives for actors to join the integrated care project/programme 
B13. Incentives for patients to join the integrated care project/programme 
B14. Estimated preparatory work for integrated care development was reasonable 
B15. Existing experience with integrated care development 
B20. Flexibility and adaptability of project/programme members is adequate 
B26. A clear and accepted project/programme structure 
B27. Lack of opportunities for outcome measurement 
B32. Sufficient body of evidence (e.g. evidence-based medicine, established standards for care) 
 
‘Existing successful integrated care models, to be used as “good practice”’ (B3) 
correlated highly with ‘support of stakeholders’ (Pearson = 0,439; p = 0,008), ‘Complexity 
of management of disease/targeted population’ (B19) (Pearson = 398; p = 0,007), ‘Focal 
points/Programmes of international institutions (e.g. EU, WHO) exist for integrated care’ 
(B21) (Pearson = 0,481; p = 0,001) and ‘Sufficient body of evidence (e.g. evidence-
based medicine, established standards for care)’ (B32) (Pearson = 0,403; p = 0,006). 
Even though ‘Lack of job satisfaction of the health professionals involved in standard 
care’ (B4) was ranked very low on the overall importance score of the items, it did 
register statistically significant correlations with many items. Those with the strongest 
ties included ‘Estimated preparatory work for integrated care development was 
reasonable’ (B14) (Pearson = 0.389; p = 0.007), ‘Flexibility and adaptability of 
project/programme members is adequate (B20) (Pearson = 0,502; p = 0,000), ‘Previous 
financing system and forms of payment for service providers’ (B24) (Pearson = 0,413; p 
= 0,004) and ‘Previous quality of life of patients/targeted population’ (B25) (Pearson = 
0,447; p = 0,002). The item ‘Incentives for actors to join the integrated care 
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project/programme’ (B12) only featured one highly significant correlation with and that 
was with ‘Incentives for patients to join the integrated care project/programme’ (B13). 
However, at 95% more relations became significant, including those with the ‘Number of 
actors/interfaces involved in managing disease/targeted population’ (B23) (Pearson = 
0,379; p = 0,010), the ‘Previous financing system and forms of payment for service 
providers’ (B24) (Pearson = 0,331; p = 0,025) and the ‘Necessity of social services 
support for patients/targeted population’ (B30) (Pearson = 0,322; p = 0,029). The only 
statistically significant relationships found for ‘Incentives for patients to join the integrated 
care project/programme’ (B13) were with ‘the ‘Previous financing system and forms of 
payment for service providers’ (B24) (Pearson = 0,308; p = 0,037) and ‘Prospective 
continuity in governance of the project/programme’ (B34) (Pearson = 0,294; p = 0,047). 
The item ‘Estimated preparatory work for integrated care development was reasonable’ 
(B14) showed strong correlations with most of the other integrated care and structural 
aspects, including ‘Flexibility and adaptability of project/programme members is 
adequate’ (B20) (Pearson = 0,504; p = 0,000), ‘A clear and accepted project/programme 
structure’ (B26) (Pearson = 0,590; p = 0,000) and ‘Establish clear agreements, 
communication and transparency of information structures’ (B33) (Pearson = 0,494; p = 
0,000). 
The only statistically significant negative correlation of the whole set was found between 
‘Existing experience with integrated care development’ (B15) and ‘Chronicity of 
disease/targeted population’ (B16) (Pearson = -0,337; p = 0,022). 
‘Flexibility and adaptability of project/programme members is adequate’ (B20) had a high 
correlation with ‘Previous quality of life of patients/targeted population’ (B25) (Pearson = 
0,520; p = 0,000), ‘A clear and accepted project/programme structure’ (B26) (Pearson = 
0,453; p = 0,002)’, ‘Innovation and change in medical treatments and therapies for 
disease/targeted population’ (B28) (Pearson = 0,451; p = 0,002) and the ‘Necessity of 
social services support for patients/targeted population’ (B30) (Pearson = 0,420; p = 
0,004). 
The strongest correlations for ‘A clear and accepted project/programme structure’ (B26) 
were found with ‘Necessity of social services support for patients/targeted population’ 
(B30) (Pearson = 0,382; p = 0,009), ‘Heterogeneity of patients/targeted population (e.g. 
age range, level of disability)’ (B31) (Pearson = 0,443; p = 0,002), ‘Sufficient body of 
evidence (e.g. evidence-based medicine, established standards for care)’ (B32) 
(Pearson = 0,407; p = 0,005) and ‘Establish clear agreements, communication and 
transparency of information structures’ (B33) (Pearson = 0,516; p = 0,000). 
  93
6.7 Concluding Remarks 
“It is very hard to switch from medically oriented care to patient 
and family centered care......but it responds to the patients and 
families’ demands.  It takes a lot of team work and theoretical 
frame work.” 
(Final comment from a questionnaire) 
 
The survey managed to reach the intended target group to almost 100%, with only two 
respondents not being directly involved with the management of integrated care. Also, 
the diversity of the countries, actors, scales and scopes of the integrated care 
projects/programmes included reflected all areas of the concept. The 
projects/programmes entailed small community-based programmes with only a limited 
number of possible participants up to big national population-based programmes 
targeting up to a million prospective patients. The indications specified as being 
managed with the different integrated care initiatives also demonstrated the wide variety 
and included ‘classic’ indications such as Diabetes mellitus Type I and II or Asthma as 
well as more specific target groups as patients with fibromyalgia or in need of fall 
prevention. The response rate of 17% could have been higher but considering the 
complexity of the questionnaire and the necessary insight into the subject matter, it can 
be viewed as a success. 
Nevertheless, one has to acknowledge that the low case numbers in absolute terms, as 
well as the diverse country backgrounds do not allow for representativeness. Also, a 
positive selection bias may have occurred in that the willingness to respond may have 
been higher with projects and programmes which perceive themselves as successful. 
Another point for error or distortion lies in the linguistic discrepancies since 
mistranslation and misinterpretations may have occurred from both sides, the author and 
the respondents, whether native speaker or not. Given the lack of a common technical 
language for integrated care and the variance in conceptual understanding of health-
related indicators, items may have been interpreted differently according to cultural, 
professional and language background. Lastly, the distribution of items to the various 
dimensions is a point for further discussion and may need refinement and extension. 
Notwithstanding these restrictions, the survey enabled a first glance at the influencing 
factors and considerations underlying integrated care initiation and a further analysis 
yields insights into the priority setting of health care decision makers. These lead to clear 
indications as to where decision makers see the biggest barriers and challenges for 
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effective health care provision and what they consequently want to achieve with the 
implementation of integrated care. 
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7 DECISION MAKING AND PRIORITY SETTING IN INTEGRATED 
CARE 
“Be part of something bigger. 
Participate in project in your daily work in the hospital. 
Good planning.” 
(Key success factors from a questionnaire) 
 
The research conducted and described in Chapter 6 revealed some interesting facts 
about decision making and decision makers concerning integrated care, which shall now 
be used to answer the hypotheses set out to prove, and analyse additional findings from 
the data. 
7.1 Answering the Hypotheses 
“Integrated care is care giving to a specific group of patients by a 
multidisciplinary team of professional caregivers; integrated care 
must be given at the right moment, by the right professional in 
the right place.” 
(Integrated care definition from a questionnaire) 
 
The three hypotheses formulated at the beginning of the research project were intended 
to find the cause for integrated care and thus, clarify the expectations towards and the 
aims followed with the implementation of integrated care. The concept is propagated as 
an adequate answer to the demographic and epidemiological changes taking place, to 
the resource restrictions weighing down on health care managers and to the more self-
assured patients informing themselves and demanding their share in the decision 
making about their own health. As reflected in the following statement from a 
respondent, expectations are high and not always clearly defined and the noble 
aspirations of patient involvement are easier said than done. 
 
“One of the important lessons we learnt was that of managing expectations. We found it 
took time to build trust and relationships, and to learn about what everyone did and what 
services were already being offered. Only then could there be some negotiation about 
making some small changes in the way that people were working. Once changes started to 
be made, it prompted many more - particularly around systems and processes. […] There 
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was a common agreement that integrated care was person centred care. In practice there 
were significant challenges to involving service users in a meaningful way in the 
programme - both individually and collectively. There was scope to improve this aspect of 
the programme.” [Final comment from a questionnaire] 
7.1.1 Hypothesis 1 
“Even though integrated care projects and programmes are implemented in very different 
settings and health systems one can find the same main actors everywhere. They share 
similar goals and principles, which are universal and not unique to one specific country or 
system. Hence, it is likely that the type of actor, i.e. health insurance, is more influential on 
the decision making process than the health system and surrounding setting. In other 
words, it is here stipulated that a health insurer in the Netherlands will have similar 
priorities for integrated care as a health insurer in Singapore and hence will choose similar 
integrated care approaches.” 
 
As described in 6.5.2.2, there were interesting differences observed concerning 
importance of items according to initiator of the integrated care project/programme which 
suggest that the agents initiating integrated care may follow similar priorities, as stated in 
Hypothesis 1. There were no correlations found between country and initiators or country 
and scale or scope of the project/programme, respectively. However, due to the 
unequally distributed samples from the countries included, no definitive conclusion can 
be drawn whether or not the national health system plays a significant influencing factor 
for integrated care or not. It might prove interesting to follow up on this question with a 
more equally distributed sample of integrated care initiatives across countries. 
What can be observed from the survey is that public co-funding plays a key role and that 
the observed fragmentation and dysfunctionality serve as strong influencing factors on 
the decision making process. So, one would probably have to reformulate and divide the 
hypothesis in that systems which feature a high degree of fragmentation but which at the 
same time incentivise change and integrated care do impact on the level of integrated 
care implementation while systems without such promotive actions do not. Secondly, on 
the institutional level, commonalities can be found between same stakeholders 
irrespective of systems backgrounds. In order to prove this specified hypothesis, further 
research and evaluation is necessary. 
7.1.2 Hypothesis 2 
“On the other hand side, system administrators can strongly incentivise or discourage 
innovation and cooperation within the health and social care dominions, i.e. by passing 
laws or (re)organising the financing system. It is suggested that integrated care is 
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implemented more widely in countries where stakeholders receive targeted incentives and 
fragmentation within the system is less pronounced.” 
 
The item ‘Priority setting/Policy goals of decision makers supported integrated care’ was 
valued the most important factor for the decision to initiate an integrated care 
project/programme, irrespective of country or initiator, followed by ‘Support of 
stakeholders (e.g. government, insurance, care providers) for integrated care’ (see Table 
6.3). Hence the hypothesis can be proven to be true, that policy makers and system 
administrators play a crucial role in fostering the development and introduction of 
integrated care. This also seems to support the statement that integrated care is more 
commonly implemented in systems which incentivise the concept, however this cannot 
be proven without a sufficiently broad and equally distributed data set. Taking a look at 
the countries which supplied the most answers (Germany, the Netherlands, United 
States and United Kingdom) supports this theory though, since these are all systems 
with various financial and non-financial incentives for the promotion and implementation 
of integrated care. 
An outcome that came somewhat as a surprise was the relative unimportance of the 
items reflecting on the economic implications and the financial structures of the health 
care system (B1 and B24), since the complex and impenetrable financial flows are often 
heralded to be a major contributor to ineffectiveness and systemic frictions, 
disincentivising cost control and quality and outcome measurement, and causing regular 
complaints by stakeholders such as hospital managers or health insurances. This finding 
is of further interest because so far only few experiences exist with integrated financial 
structures, the Netherlands and Canada being the first to experiment with this challenge. 
It can however be explained by the fact that the majority of responses came from 
projects, not permanent programmes, which implies that the funding was only needed for 
a pre-determined period of time and was probably secured before the onset of the 
project. In combination with the importance of public co-funding this result suggests that 
decision makers and integrated care managers do not expect integrated care models to 
be self-sustainable and that the trust in the concept is not firm enough to consider 
transition from a project to standard care provision. 
7.1.3 Hypothesis 3. 
“The introduction of a formalised performance measurement plays no role in the decision 
making process.” 
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It came as no surprise that performance measurement played only a subsidiary role in 
the decision making process, irrespective of initiator or country. No correlation was found 
with either of the two and the only statistically significant correlation with other items 
were found with innovation and change, existing evidence, the establishment of clear 
agreements and continuity of governance (see 6.6.6). The conclusion was evident, since 
there still exist only few integrated care initiatives with a comprehensive and systematic 
performance measurement in place. Even though many of the respondents stated that it 
was one of their key success factors, it only reached a mean score of importance of 5,4 
(see Figure 6.16). Apparently the demand for more data collection, health outcome and 
performance measurement is not a priority for decision makers, albeit the requests for 
more well founded information on the effectiveness of integrated care measures are 
omnipresent. According to the open-ended statements in the survey, the formulation and 
evaluation of indicators formed an integral part of the projects and programmes so the 
question of why it is then not seen as a key influencing factor for the decision remains 
unclear. One explanation could be that the introduction of evaluation measures and 
indicators was regarded as a logical and certain prerequisite of integrated care and 
hence was not open for discussion. Still, the lack of publications with sound outcome 
measurements and pre-post analyses form one of the major obstacles in the promotion 
of integrated care and also make priority setting by policy makers difficult. As has been 
demanded by many authors before, the efforts in this direction have to be intensified and 
studies on the impact and effectiveness of integrated care models have to be multiplied. 
In doing so, special attention must be attributed to the quest of comparative analyses of 
models regarding setting or target patients. As has been mentioned above, the same 
conditions are tackled with different approaches – future research should ask which ones 
prove more effective or whether the setting is more important than the chosen integrated 
care approach. 
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7.2 Priorities and Expectations of Decision Makers towards 
Integrated Care 
“Services that are patient and family centred, care based on 
evidence, practice where the continuity of care would be a 
common vision.” 
(Integrated care definition from a questionnaire) 
 
The correlation analysis identified various interacting items, which highlight underlying 
expectations and priorities of initiators and decision makers in integrated care. These 
may also be used as the basis for further policy definitions. 
7.2.1 Improving Management and Clarifying Structure 
One prominent topic revolved around the organisation, structure and cooperation of the 
integrated care project/programme and the actors involved within it, with the definition of 
clear agreements and role responsibilities, the establishment of a clear structure, the 
introduction of outcome measurement tools and the prospective continuity of 
governance. Additional aspects within this sphere reflect the importance of flexibility of 
the actors involved and the trust among them. In summary, by initiating an integrated 
care project/programme decision makers want to implement a detailed management 
system, with coherent and reliable structures and processes where the personal level of 
flexibility and trust among the participants are inherent principles of cooperation. 
 
In conjunction with the improved organisation and structure, the data revealed that these 
grow in relevance when complexity, long-term effects and the number of actors involved 
in the management of the indication/target group increase. This conclusion seems 
logical, but even so, the mere fact that the survey proves this relationship highlights the 
power of the instrument. 
7.2.2 Patient-centred Care without the Patient 
It was astounding and puzzling to find that incentives for patients to join integrated care 
were not viewed as being important whereas incentives for actors did find many 
supporters. Given the fact that two of the main principles of integrated care are patient-
centred care and patient empowerment, the lack of consideration for patient-related 
aspects of the project/programme in the decision making phase should raise suspicions. 
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Alas, the best-planned and well-intended integrated care initiative makes little sense if 
the patients are not interested in joining. Or may the conclusion be drawn that a good 
initiative automatically attracts patients because of its inherent appeal? The outcome is 
especially interesting because other aspects of the perspective such as the long-term 
effects of the illness, quality of life and chronicity did in fact influence the decision making 
process, which leads to the impression that patients are still perceived as passive 
objects and not active subjects of integrated care. 
7.2.3 Long-term Effects and Trends Influence the Decision 
Most items concerning epidemiology, long-term effects, and implications for patients 
ranked high in importance which suggests that decision makers see a high priority in 
managing chronic care comprehensively and inclusively, even though social services are 
still not viewed as being an integral part of the concept. This result however may also 
come from the fact that only one item explicitly mentioned the necessity for social 
services (B30). As the case may be, it is noteworthy that given this focus on long-term 
care and management the majority of integrated care still takes place in a project setting 
and seemingly only very few successful projects make the transition from project to 
permanent programme. The reasons for this, whether it is a lack of confidence in the 
concept, a lack of funding or opposition from standard care structures would yield 
another fruitful field of investigation. 
7.2.4 Policy Support Initiates Integrated Care 
As already mentioned above, priority setting by system administrators and policy makers 
as well as support for integrated care by the regulation subjects is a key issue for the 
promotion of integrated care and is highly valued across sectors and countries. It is thus 
safe to assume that policy initiatives towards integrated care will further foster the 
development and implementation of the concept and that decision makers take this 
framework into account when planning integrated care. This finding underscores the 
urgent necessity of coherent strategies and clear priority setting from health policy 
makers and governing bodies in order to improve overall system performance. 
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7.3 The Main Priorities in Integrated Care 
“[Integrated care is ] a real coordination of actors and finance 
organizations in view of simplifying the daily life of ill persons, 
improving their quality of life and bringing the best care and 
services for all.” 
(Integrated care definition from a questionnaire) 
 
Integrated care is stipulated to offer solutions to the demographic changes, the 
concurring increase of chronic disease and the pressures on restricted resources 
experienced in the modern health systems of today. The survey conducted during this 
research project, along with the literature presented, suggested a more diversified 
picture regarding the expectations and priorities set into the concept by health care 
decision makers. While all of these challenges are perceived by them, their undisputed 
priority is on the introduction and enhancement of management structures on all levels. 
They do not value financial restrictions as severely as may have been anticipated and 
they revealed that neither active patient participation nor the introduction of outcome 
measurement are high priorities when introducing integrated care. Both patient-centred 
care and evaluation form an integral part of integrated care but the survey results 
suggest that only the latter is viewed as a key factor for success while the former is 
apparently only paid a lip service. Also, despite the propagation of being a new and 
improved form of service delivery, it has scarcely made the transition from project to 
programme implementation. Whether this fact stands in relation to the constant state of 
reform in which many health systems seem to be caught up in, or whether this is an 
immanent trait of current integrated care models remains to be investigated. 
In conclusion, two levels of priority setting have been identified as highly important for 
integrated care initiation: on the policy level, prioritisation of integrated care along with 
specific promotion measures influence decision making; on the organisational level, the 
need for clear structures and better management tools both in the organisation itself and 
in the management of the targeted patient population, reflect the highest priorities for the 
decision making process. 
  102
8 THE FUTURE OF INTEGRATED CARE – AMBIVALENT 
CONCLUSIONS 
“Apprehension, uncertainty, waiting, expectation, fear of surprise, 
do a patient more harm than any exertion.” 
(Florence Nightingale) 
 
As has been demonstrated throughout the text, health, care and its organisation is a 
complex system of interrelations, diverging goals and numerous trade-offs. Countless 
claims and demands have to be considered when envisaging a change of strategy or 
concept. It has also been extensively stated that the established health systems world 
wide need to find new answers to ageing problems and changing possibilities and 
expectations. The question remains not ‘if’ our health systems change but ‘how’. 
Integrated care set out to propose an answer to this question and it has produced 
numerous alternatives to handle the great variety, scope and scale of demands set forth 
by ageing societies, escalating chronic diseases and technological and scientific 
advancements. Since the beginnings developed out of practical necessity rather than 
strategic or theoretical thought, a coherent foundation and framework of what constitutes 
integrated care has not been achieved so far. While this may not seem a relevant task 
for most practitioners of integrated care it proves as a growing impediment for advocates 
of integrated care since the lack of a common understanding and defining features also 
hamper the evaluation and comparison of the different projects and programmes. 
Without these, information on impact, effectiveness and outcomes of the integrated care 
concepts are absent and its position weakened. 
 
This thesis set out to shed light on the reason, why integrated care was initiated in the 
first place, to draw some conclusions about the underlying priorities and influencing 
factors of integrated care decision makers. Even though a bulk of items was identified, 
two main stimuli surfaced as being the root cause for integrated care: an active priority 
setting and support by policy makers and stakeholders (policy level) and the 
implementation of structural and organisational changes (management/professional 
level). The complexity of patient management, the number of actors involved, quality of 
life and necessity of social services may be considered as secondary causes, already 
implicitly included in the urge to improve management. And, at least from this survey, 
integrated care still views the patient as a passive participant in this process, one who 
has to be managed and serviced but who is not directly involved. 
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Getting a better idea of the causes of integrated care enables researchers and decision 
makers alike to be more precise in their definition of goals and requirements for specific 
integrated care projects. It will also foster the understanding of integrated care processes 
and make the development of a framework for integrated care more feasible. Alas, if you 
don’t know the cause for an action it is difficult to measure its effects or be clear about 
the desired outcomes. With the analysis this thesis provided, this gap has been 
narrowed by analysing integrated care programmes around the world, in different 
settings and in different stages of development, hence uncovering possible parallels and 
common grounds between systems, decision makers or actors. 
 
In conclusion, integrated care has come a long way from the first projects implemented 
by health insurance organisations to a colourful array of projects and permanent 
programmes, spanning from local to national level and from very targeted to very broad 
inclusion criteria, initiated, owned and financed by a mix of all stakeholders and agents in 
the system. Hence, integrated care developed into a ‘Jack-of-all-trades’ approach, 
stimulating change and confusion at the same time. Still, in most countries, it has not 
entered mainstream health care organisation and management and continues to 
struggle in proving its value. More data need to be collected on the influencing factors 
and interrelationships of agents and systems with regard to integrated care and the 
development of a framework or frame of reference needs to be accelerated. This thesis 
has taken a step towards better understanding the mechanisms of integrated care and 
will hopefully incite further research and discussions on the why’s and how’s of the 
concept. 
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10 APPENDIX 
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